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Frantz, V. K., and Stix, L.: Adamantinoma: A 
Case of Fifty-One Years’ Duration. Arch. Surg., 
1932, XXV, 890. 

A woman thirty-two years of age was admitted to 
the Roosevelt Hospital, New York, complaining of 
a lump in the lower jaw on the right side. Seven 
years previously, following the extraction of a cari- 
ous tooth, the jaw began to swell gradually. There 
was no pain or tenderness. Four and a half years 
later the tumor had reached a large size. The neo- 
plasm was circumscribed and limited to the center 
of the jaw. It hung down so that it touched the 
shoulder when the patient turned her head. It was 
removed surgically, a small shell of bone being left 
on the lower edge of the jaw. For a year after the 
operation, sequestra of bone were discharged spon- 
taneously. Pain began eight months after the opera- 
tion and persisted. Nine months before the patient 
was admitted to the Roosevelt Hospital the pain 
was somewhat relieved by the surgical drainage of a 
large abscess situated posterior to the jaw. There- 
after the tumor steadily increased in size. 

_ Physical examination disclosed an irregular swell- 

ing of the lower jaw on the right side, which extended 

from the back of the ramus of the jaw behind and the 
coronoid process above, downward and forward 
nearly to the median line, and was attached to the 
inferior maxillary bone. The neoplasm was some- 
what coarsely nodular and projected mostly down- 
ward and outward. On the inside of the mouth it 
projected upward above the natural level of the 
teeth, outward sufficiently far to push out the cheek, 
and somewhat inward so that it slightly displaced 
the tongue to the opposite side. Within the mouth 
it was lobulated and covered with mucous mem- 
brane. It extended back inside the mouth onto the 
ramus, but could not be felt to involve the pharynx. 

The skin over it was not adherent or red. No en- 

larged glands could be felt about the tumor, and 

there was no facial paralysis or dysphagia. There 
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was a constant discharge which became worse when 
the patient reclined. The discharge came from two 
sources, one anterior and the other posterior. Move- 
ment of the jaw was not painful. 

Operation was performed under ether anesthesia. 
The incision was made from a littie below and ante- 
rior to the external auditory meatus along the lower 
edge of the jaw, 1 in. from the midline. Dissection 
was done down to the tumor, which was very vas- 
cular, and the bleeding was controlled. The canine 
and first bicuspid teeth were extracted. The jaw was 
divided at this point and the parts along the floor of 
the mouth were dissected away from the tumor, the 
knife being kept close to the bone. During this pro- 
cedure the administration of ether was discontinued. 
When the coronoid process was dissected out it was 
found to be small and imperfect. The joint was dis- 
sected out and the jaw removed. 

In spite of this radical treatment, the tumor soon 
began to grow again in the left mandible and con- 
tinued to enlarge almost up to the time of the pa- 
tient’s death in her seventy-sixth year of age. Six 
or eight years before her death the tumor was 
treated with radium implantations. For two weeks 
before her death it discharged a foul fluid and de- 
creased in size. At all times it was entirely painless. 

At autopsy, the mass was removed with what 
remained of the left mandible. No secondary masses 
were found in the vicinity, and there was no sugges- 
tion of metastases to thoracic or abdominal viscera. 

In the fixed state the specimen consisted of a 
rounded mass of firm consistency measuring about 
11 by 13 by 14 cm. and weighing 950 gm. The 
greater part of its surface was covered with skin. At 
one end there was a portion of the condyle and 
ramus of the lower jaw. On its lower aspect there 
were two ulcerated areas which led into deep cavi- 
ties. On cut section, irregular masses of bone were 
found extending throughout the specimen. Each 
cut section showed a large number of separate cyst- 
like cavities from 1 to 3 cm. in diameter. Cloudy 
fluid material and débris were found in these cavi- 
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ties. Between the cyst-like cavities, there was solid, 
more or less homogeneous tissue except at the center 
of the tumor, which consisted of a mass of extremely 
friable foul-smelling débris. 

On microscopic examination the specimen showed 
an alveolar structure. There were strands of rather 
densely packed, darkly staining epithelial cells. 
There were also larger masses of these cells, the more 
peripheral of which were columnar and arranged 
radially in a palisade layer. The central cells of the 
larger masses were less closely packed and stained 
more deeply. Some of them seemed to be connected 
with bridges, which gave them a roughly stellate 
appearance. In places these central cells were ne- 
crotic, showing faded nuclei and cloudy cytoplasm. 
In others, they had disappeared and had left small 
cystic spaces. The strands and masses of epithelial 
cells were separated from each other by strands of 
fibrous connective tissue, some of which contained 
small spicules of well-developed bone. The darkly 
staining epithelial cells and the central stellate cells 
resembled closely in both appearance and relation- 
ship the ameloblasts and the cells of the stellate 
reticulum of the embryonal enamel organ. 

Josepn K. Narat, M.D. 


EYE 


Eggston, A. A.: The Use of Tuberculin in the 
Diagnosis and Treatment of Ophthalmology. 
Arch. Ophth., 1932, viii, 671. 

The author reports on tuberculin tests made in the 
six years from 1926 to 1931. Of the total number of 
nearly 2,000, 55 per cent were negative. The number 
of tuberculin treatments given with bacterial emul- 
sion in the last half of the same period of time was 
over 18,000. The general rule has been to give the 
treatment every three or four days, beginning with 
0.0001 mgm. and slowly increasing the dose so that 
0.001 mgm. is given at the tenth dose and 0.01 mgm. 
at the nineteenth dose. After the twenty-seventh 
dose a short rest is allowed, and when the treatment 
is begun again o.oo1 mgm. is given and the dose 
slowly increased to 0.9 mgm. Another rest is then 
given, and when the treatment is resumed 0.01 mgm. 
is given and the dose slowly increased to 1 mgm., 
which is repeated every three or four days for a year. 
Provision is made for individual variations. 

The various conditions (23 different diagnoses) 
for which tuberculin was used and the results of ex- 
tended treatment are discussed. 

The author concludes that in the presence of active 
involvement by the tubercle bacillus tuberculin does 
no good or is contra-indicated, but when allergy is 
present, it is of great value in desensitizing the pa- 
tient. Tuomas D. ALLEN, M.D. 


Town, A. E., and Frisbee, F. C.: Bacteriophage in 
Ophthalmology: A Preliminary Report. Arch. 
Ophth., 1932, viii, 683. 

The authors review the origin of the conception of 
bacteriophage and the growth of our knowledge of 
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the organism. They believe that the bacteriophage 
will prove a very valuable therapeutic agent jp 
ophthalmology. They warn of its specificity and cali 
attention to the fact that some bacteria do not seem 
to have a bacteriophage. In conclusion they state 
that in the use of the bacteriophage co-operation 
with the laboratory is essential. 
Tuomas D. ALLEN, 


Boeck, J.: A Contribution on Periarteritis Nodosa 
in the Eye (Ein Beitrag zur Periarteritis nodosa 
am Auge). Zéschr. f. Augenheilk., 1932, \x\viii, 28, 
In the case of a man thirty-seven years old who 
showed clinical evidences of tabes dorsalis, myo. 
cardial degeneration, foci of involvemen: in the 
lungs, and angiospasm in the extremities and ip 
whom periarteritis nodosa was suspected, ophthal- 
moscopic examination even four days bef:re death 
revealed no abnormality. At autopsy, either ma- 
croscopic or microscopic study revealed the typical 
changes of periarteritis in practically all of the in- 
ternal organs and the skeletal muscles as w«'! as both 
eyes. The ciliary arteries were involved in their en- 
tire extent, but the retinal vessels were no! affected, 
The arteries showed the characteristic no«dular, cir- 
cumscribed, severe inflammatory infiltration of their 
walls with necrosis in the media and a subendothelial 
exudate. Sometimes there was only lymphocytic in- 
filtration in the outer layers of the vascular wall. 
Some of the choroidal arteries exhibited a thickened 
fibrous wall. Occasionally there was endarteritis of 
a proliferative or obliterating type, considered to be 
the last stage of the disease. Particularly noteworthy 
were severe changes in the circulus arteriosus iridis 
major on the left side; this caused no clinical mani- 
festations except an increase in the albumin in the 
aqueous humor. 
In another case which is reported in detuil, that of 
a seventeen-year-old boy with periarteritis nodosa, 
sepsis, and renal injury, detachment of the retina 
occurred in both eyes, but finally became cured after 
the formation of slightly pigmented striv and foci 
of choroiditis. A sclerotic nodule developed tem- 
porarily. After recovery from the retinal detach- 
ment, examination revealed optic neuritis and con- 
strictions and fluctuations in the caliber of the ret- 
inal arteries. It was impossible to deci‘c definitely 
whether the eye changes were due to the renal injury 
or the periarteritis nodosa. The detacl:ivent of the 
retina might have been induced by exw tive proc- 
esses brought about by the disease of t!.« choroidal 
arteries, and the changes which became visible later 
in the retinal vessels might have been due to the dis- 
ease of the vascular walls caused by the jcriarteritis 
nodosa and may possibly have been fibr«is foci such 
as are found in the internal organs after pcriarterit's 
nodosa. (0). 


Gifford, S. R.: The Machek Operation for Ptosis. 
Arch. Ophth., 1932, viii, 495. 
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mate relation between the lid and the frontalis mus- 
cle are well represented by the Machek technique. 
The eflectiveness of this operation in a given case is 
governed by the portion of the lids from which the 
flaps are made and the length of the flaps in relation 
to their ultimate pull on the canthal ligaments. Of 
the utmost importance is the dressing of the wound. 
Gifford recommends the use of a cone of X-ray film 
cleansed of its emulsion and bound at the sharp 
edges by adhesive as described by O’Brien. This 
cone permits observation of the cornea, and when 
secretion is present may be easily removed for 
cleansing of the eye. Vircit Wescott, M.D. 


Doherty, W. B.: Ocular Papillomata. Am. J. 


Ophth., 1932, XV, 1016. 


Ocular papillomata are made up of clusters of 
small pinkish papillae and have a raspberry, cauli- 
flower, or mushroom appearance. They are attached 
to their base bya firm pedicle and are freely movable. 
They have a rich blood supply and bleed easily. 
Those of the flattened mushroom type are probably 
produced by the pressure of the upper lid, and those 
with the raspberry appearance are the tumors cap- 
able of protruding through the palpebral aperture. 

The tumors occur most frequently at the inner 
canthus and the corneoscleral margin. In the cornea 
proper they are rare. Papillomata of the marginal 
variety can be best explained by an epithelial 
genesis, while those developing in the cornea are 
probably caused by an inflammatory process. As 
the development of the neoplasms is favored by the 
vascularization brought about by inflammatory and 
traumatic processes, ocular injuries and prolonged 
irritation are causative factors. 

The tumors are capable of malignant degeneration. 
Therefore a most careful examination of sections 
should be made for malignancy. Even when a 
growth appears clinically and histologically to be a 
papilloma, its removal should be followed by re- 
peated examinations of the eye and a careful search 
should be made for malignancy in other parts of 
the body. 

Ocular papillomata are best removed by operation. 
The surgical treatment should be followed by irradia- 
tion with radium. The radium should be employed 
with great caution and only by one who is skilled in 
itsuse and who thoroughly understands the possible 
ocular complications. 

The author reports two cases. 

Leste L. McCoy, M.D. 


Loginov, G.: Orbital Phlegmon with Septic 
Thrombosis of the Cavernous Sinus (Zur 
Kasuistik der orbitalen Phlegmonen mit septischer 
Thrombose des Sinus cavernosus). Sovet. vestv. 
oftalm., 1932, i, 79. 

Phlegmon of the orbit complicated by fatal septic 
thrombosis of the cavernous sinus is rare. The two 
cases reported by the author are of particular inter- 
est because a histological study was made of the eye, 
the optic nerve, and the optic chiasm. 
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In the first case, that of a woman twenty years of 
age, the condition began with a furuncle of the lip. 
The inflammatory process, accompanied by marked 
oedema of the side of the face, extended to the left 
orbit. There was a pronounced protrusion of the eye- 
ball, the eyelids and conjunctiva were extremely 
cedematous, the movements of the eye were greatly 
restricted, and there was cervical rigidity. The tem- 
perature ranged from 39.0 to 40.0 degrees C. 

Following incision and drainage of the furuncle of 
the lip the condition was somewhat improved. Later 
it became worse and the right eye began to protrude. 
Incision along the lower border of the orbital cavity 
and on the cheek released a large amount of pus. 
The symptoms of meningeal involvement developed 
and death occurred on the seventh day after the 
operation. 

Autopsy disclosed a phlegmon of the face and 
orbit, chronic pachymeningitis, serous hemorrhagic 
leptomeningitis, and thrombosis and suppuration of 
the right cavernous sinus. Of particular interest was 
the crossed thrombosis from the left eye to the right 
sinus. The optic nerve was very extensively infil- 
trated and further back it contained an abscess. 
The surrounding tissues were necrotic and contained 
several abscesses. In the chiasm there were areas of 
softening with infiltration. The eyeball showed few 
changes. In the retina there were hemorrhages. In 
the vascularis there were three foci of infiltration 
which were visible under the retina. The infiltration 
extended forward to the lamina cribrosa and back- 
ward to the point where the optic nerve entered the 
orbit. These findings explain the blindness. 

The second case was that of a fifty-two-year-old 
man who was seized with pain in the region of the 
nose without any apparent cause. That evening he 
had a severe headache, the skin of his forehead be- 
came oedematous and reddened, the eyelids became 
swollen, and sight was lost in the right eye. The 
temperature was 39.5 degrees C. The eyeball pro- 
truded. The general condition became worse, men- 
ingeal symptoms developed, and the left eye also 
became cedematous. A diagnosis of purulent menin- 
gitis, thrombosis of the cavernous sinus, phlegmon 
of the right orbit, and thrombophlebitis of the left 
orbit was made. The patient died. Autopsy con- 
firmed the diagnosis and disclosed a nasal furuncle 
as the starting point of the trouble. In this case 
microscopic examination of the optic nerve and 
chiasm failed to disclose pathological changes. 

In both cases the staphylococcus aureus was 
demonstrated. ScHAAK 


Spiegel, E. A.: The Physiopathology of the Volun- 
tary and Reflex Innervation of Ocular Move- 
ments. Arch. Ophth., 1932, viii, 738. 


This is a very technical article in which anatomical 
and physiological facts are cited to explain the re- 
sults of controlled animal experimentation. Simi- 
larities and differences are noted between the efiect 
of stimulation of frontal, occipital, and temporal 
lobes on the movement of the eyes, and the effect of 
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removal of portions of the cerebrum and peripheral 
nerves or their muscles are discussed. An explana- 
tion of the phenomena of nystagmus and the differ- 
ence between quick and slow components is given. 
The author believes there is an incomplete reflex, the 
impulse not being of sufficient strength to cause 
stimulation of the nuclear cells, but strong enough 
to have a negative phase. On recovery, the opposing 
stimulus has sudden full action and therefore a 
quick jerk occurs. Tuomas D. Atten, M.D. 


Heintz, G.: Rodent Ulcer (Ueber Ulcus rodens). 
Zischr. f. Augenh., 1932, \xxvii, 289. 

Rodent ulcer was first recognized as a distinct en- 
tity among the large number of corneal suppurations 
in 1867 by Mooren. Only about seventy cases of 
this condition have been reported in the literature, 
and among these there were only fifteen in which a 
histological examination was made. It is therefore 
evident that the lesion is quite rare and that many 
experienced clinicians have never seen a case. 

The disease begins with grayish-white infiltrations 
of the cornea in the vicinity of the limbus. These 
give rise to superficial kidney-shaped ulcers which 
gradually extend in groups toward the center of the 
cornea and become undermined. Starting from the 
limbus, improvement occurs, but it never reaches 
the part pushed forward toward the center. The iris 
and the ciliary body are involved only very slightly, 
if at all. There is no tendency toward perforation. 
In this fact and in the refractory behavior of the 
lesion toward every form of treatment lies the essen- 
tial difference of the condition from other infectious 


suppurations. After healing of the ulcer the cornea 
remains thinned to one-seventh of its normal 
thickness. 

Five cases from the eye clinic in Kiel are discussed 
in detail and the histological findings in three are 
reviewed. At a distance of 3 or 4 cm. from the limbus 
the cornea thinned out in step-like formations to 


half its normal thickness. Its upper lamella ap- 
peared to be torn off. Bowmann’s capsule dis- 
appeared suddenly. Over the step-like parts the 
epithelium proliferated in irregular layers and ended 
with a club-like raised cone. Descemet’s membrane 
was intact. The round-cell infiltration extended for 
several millimeters into the deepest layers of the 
cornea and undermined it. At the same time there 
was abundant vascular development. 

These phenomena are analyzed in order to deter- 
mine whether the lesions were rodent ulcers or other 
ulcerations. 

The author next discusses the etiology of rodent 
ulcer. There is a considerable difference of opinion 
regarding it. The attempt has been made to explain 
the condition even by constitutional anomalies such 
as articular rheumatism, gout, and blood diseases, 
but this theory has now been abandoned. The 
theory that the condition occurs most frequently in 
advanced age and is more common in males than in 
females has also been abandoned. The two remain- 
ing possibilities are: (1) that the disease is traceable 
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to a local trophoneurosis, namely, involvement of 
the corneal nerves, and (2) that it is an infectious 
disease of the cornea caused by an excitant which 
reaches the eye directly or sends its toxin to the eye 
by way of the blood stream. ; 

Much consideration has been given to the sensi- 
bility of the cornea. The sensitiveness of the cornea 
is quite often diminished. However, this disturb. 
ance of sensibility is not general, and in individual 
cases Suganuma has found the sensibility increased, 
The view of Junius that the cause of the nerve in. 
volvement is in the cranial part of the trigeminal 
nerve is not tenable. The changes that we find in 
diseases of the region of the nucleus of the trigeminal 
nerve we recognize as neuroparalytic |cratitis, 
Neuralgic headache has no relation to the ulcer. Still 
less than the conditions of sensibility have the ob- 
servations on tension found support. The tension is 
normal just as often as it is decreased. The relation- 
ships which Junius finds between rodent ulcer and 
neuropathically produced diseases of the cornea are 
certainly not recognized generally. Tumescence and 
vesicle formation are found occasionally in periph- 
eral nerve lesions, but are not typical of therm as they 
occur also in streptococcic infections. The peculiar 
homogeneous masses described by Hillemann, which 
the author also discovered, are probably thromboses 
and can contribute nothing to the explanation of the 
condition. 

While the non-specific character of the lesion pre- 
vents conclusions as to its etiology from the histo- 
logical picture, nevertheless certain details are of 
significance. It has been shown, for instance, that 
the vascular development is not limited to the 
pathologically thinned-out cornea, but penetrates 
into the depth of the cornea. Salus also believes that 
this new formation of blood vessels is not secondary. 
In reporting his first case the author emphasized the 
fact that the infiltration did not enter the superficial 
parts of the cornea, but penetrated into the depths 
without involving Descemet’s membrane. 4 
result, the cornea was divided into two layers, the 
upper one of which included more than two-thirds 
of it. The advance of the ulcer apparent!\ does not 
occur along the course of the nerve, but follows the 
lymph stream of the cornea, being produced bya 
toxin. Repeated attempts to find a specilic excitant 
for the ulcer in the pus have been unsuccessful. 

Gifford has called attention to the neighboring 
conjunctiva because in a severe case he was able to 
bring the gradual advance to a standstil! only after 
he energetically destroyed the neighboring under 
mined conjunctiva with the thermocautery. Later, 
doubt was expressed as to whether this was a true 
case of rodent ulcer. However, the author's third 
case shows that the ulcerative process need not 
necessarily confine itself to the cornea ‘ul, under- 
mining the conjunctiva, may creep over to the 
sclera. If an infection is considered to be the cause, 
it is necessary to assume that the excitants or their 
toxins reach the eye by way of the blood stream 0 
that there is a direct bacterial infection. .\ssociate? 
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involvement of the episclera is rare; it may initiate 
the disease, but occurs also secondarily in the fully 
developed ulcer. 

The assumption of a specific bacterial infection 
appeared at first very logical, but the more observa- 
tions were made the more frequently the findings 
showed deviations from the picture of rodent ulcer 
that was considered typical. The author therefore 
believes that rodent ulcer is not due to a specific bac- 
terial infection, but may be produced by any patho- 
logical excitant. He cites a case reported before the 
Japanese Congress held in 1930 which clinically 
showed the picture of rodent ulcer, but was proved 
to be tuberculous by the presence of Langhans giant 
cells. 

The peculiar course of the condition depends upon 
certain factors. In persons with metabolic diseases 
the reaction to the bacterial stimulus may have an 
entirely different course than in normal persons. 
Perhaps local changes in the cornea are also neces- 
sary, such, for example, as those occurring in 
trachoma. The author found a general infection in 
three of his patients, but is unable to say anything 
definite as to its nature. 

In the light of the facts reviewed it is not surpris- 
ing that we know of no specific remedy for the lesion. 
This therapeutic inactivity the author does not 
desire to share. He does not repudiate cauterization 
and curetting with the spoon. The Kuhnt covering 
after curettage or cauterization is of doubtful value 
as the ulcer may progress under it. Salus observed 
arrest of the ulcer by a recurrent trachoma. A pa- 
tient whose case was reported by Epalza contracted 
a diplococcus infection which caused a breaking 
down and perforation, but the condition was 
arrested by treatment with zinc. Occasionally a 
scleroderma may cause improvement. In the pres- 
ence of a general disease this must first be elimi- 
nated. Very often, injections of milk have a good 
effect. Enucleation of the diseased eyeball should 
never be done too early as frequently improvement 
sets in after months. In conclusion the author pro- 
poses the use of cupping under certain circumstances. 

AvGSTEIN (0). 


EAR 


Turner, A. L., and Fraser, J. S.: Labyrinthitis, A 
Complication of Middle Ear Suppuration. A 
Clinical and Pathological Study. J. Laryngol. 
& Otol., 1932, xlvii, 657. 


The authors’ conclusions are based on 14,479 cases 
of middle ear suppuration treated during a period of 
twenty-five years. A mastoid operation was per- 
formed in 20 per cent of these cases and labyrinthine 
complications were diagnosed in 1.5 per cent. One- 
tourth of the patients with labyrinthine complica- 
tions had intracranial complications at the time of 
their admission to the hospital. The authors review 
the various forms of labyrinthitis and discuss the 
diagnosis and treatment. 

GeorcE R. McAuttrr, M.D. 


SURGERY OF THE 
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MOUTH 


Rieder, W.: The Prognosis of Carcinoma of the 
Tongue, with Special Regard to the Clinical 
and Histological Grade of Malignancy (Prog- 
nose des Zungencarcinoms, unter besonderer Be- 
ruecksichtigung des klinischen und _histologischen 
Beitr. s. klin. Chir., 1932, clv, 

This is a report on ninety-three cases of carcinoma 
of the tongue. In the determination of the end- 
results the cases treated in the last three years (1929 
to 1931) were excluded and only the eighty-two 
cases treated in the period from 1908 to 1928 were 
used. The statistics are given in detail. 

According to the author’s experience, the clinical 
prognosis of carcinoma of the tongue is dependent 
upon the location of the tumor, the type of the car- 
cinomatous tissue, the duration and extent of the 
lesion, and the age of the patient. In contrast to the 
deeply infiltrating carcinomata, the superficially 
growing papillary tumors of the anterior two-thirds 
of the tongue are relatively benign as long as there 
are no metastases. The danger of metastasis forma- 
tion increases with increasing ulceration and mixed 
infection. Superficial growths of the anterior half of 
the tongue have a relatively good prognosis. How- 
ever, when such growths infiltrate the neighboring 
tissues, as is often the case, the prognosis becomes 
considerably less favorable, as in cases of carcinoma 
of the tongue which infiltrates into the depths from 
the beginning. Particularly malignant are carci- 
nomata of the root and base of the tongue. The 
earlier a carcinoma of the tongue is treated, the bet- 
ter the prognosis. An early diagnosis of carcinoma in 
the pharyngeal portion of the tongue is usually pos- 
sible only with the aid of the laryngeal mirror. Of 
the eighty-two patients whose cases are reviewed, 
twenty-one (25.6 per cent) were definitely inoper- 
able. If an attempt is made to determine the prog- 
nosis of a carcinoma of the tongue clinically on the 
basis of the criteria mentioned (location, direction of 
growth, character, extent, and duration of the lesion) 
the two grades of malignancy shown in the following 
table will be recognized: 


Grade 1 Grade 2 
; Anterior third 
Location of the tongue) Base of the tongue 
Direction of Papillary Infiltrating tumors: 
growth tumors 1. Ulcerous  disinte- 
gration. 

2. Metastases, pene- 
tration of lymph 
glands. 

3. Disintegration 
with mixed infec- 
tion. 

Ageoftumor | Early Late operation (infil- 
operation trating growth). Me- 


tastases inoperable. 
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Ulcers which are still superficial are of the first 
grade of malignancy. When the lesion penetrates 
deeply its malignancy is of Grade 2. There are, of 
course, transitions between the two grades which 
may lead to error in classification. The author dis- 
cusses the possibility of error in his material. 

In all of the nine patients who are still free from 
recurrence from four to twelve and a quarter years 
after the treatment the tumor was clinically of the 
first grade of malignancy. In other words, of the 
patients with malignancy of Grade 1, 50 per cent are 
still free from recurrence after from four to twelve 
years. In the cases with malignancy of Grade 2 
there was no lasting cure. 

According to the author’s detailed studies, the 
determination of the prognosis of malignant tumors 
on the basis of their histological structure and the 
tissue reaction (as suggested by Broders) is impos- 
sible. The method of determining the maturity and 
thereby the grade of malignancy of a tumor from the 
histological structure depends upon too many sub- 
jective preconceptions. Therefore the determina- 
tion of the degree of differentiation cannot be done 
with certainty. This is evident from the fact that 
the basal-celled carcinomata, which are only slightly 
differentiated tumors, are relatively much more be- 
nign than the very markedly differentiated squa- 
mous-celled epithelial carcinomata. 

The author calculated exactly the average length 
of survival of all of the patients who were operated 
upon. The operative mortality was 25 per cent. 
Nine of the patients are still alive—one after twelve 
and a quarter years, one after ten years, one after 
eight years, two after from six to six and three- 
quarters years, and four after four years. If the pa- 
tients who have remained free from recurrence longer 
than four years are regarded as cured, the incidence 
of cure was 18.7 per cent. However, if only those 
who have remained free from recurrence for six years 
are considered cured, the incidence of cure in the 
total number of cases was 10.4 per cent. If the 
twenty-six cases with glandular metastases at the 
time of the patient’s admission to the hospital are 
excluded, 40 per cent of the patients have remained 
free from symptoms for from four to twelve years. 

The most suitable operative method seems to be 
the use of the high-frequency current. Radical clean- 
ing out of the submental, submaxillary, and deep 
cervical lymph glands as advised by Kuettner is 
necessary for safety in the majority of the cases. In 
all cases operated upon, systematic re-examination 
is essential. According to the author’s experience, 
treatment with the roentgen rays alone is of no value 
in carcinoma of the tongue. The combination of 
operative treatment with postoperative radium 
irradiation promises the best results if there is com- 
pleie codperation between the surgeon and roent- 
genologist. In cases of inoperable carcinoma of the 
base of the tongue, Rieder extirpates the movable 
cervical glands, exposes the base of the tongue 
from the angle of the jaw, and treats the whole 
tumor area by electrocoagulation. Riper (Z). 
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Rius, M.: Anatomy of the Floor of the Mouth, with 
Some Surgical Applications (Anatomia (e] piso 
de la boca con algunas aplicaciones quirfgicas), 4 
Fac. de med., Univ. de Montevideo, 1932, xvii, 453, 


Rfus says that the anatomy of the region of the 
floor of the mouth has received little attention in 
the anatomical textbooks although it is of special 
importance in the study of the simple and yangre. 
nous phlegmons occurring in this region which are 
of great clinical interest. 

This report deals with the embryology, ‘he solid 
portions, the planes of cleavage, the salivary glands, 
the lymph glands, the blood vessels, and musculature 
of the floor of the mouth and the musculature of the 
tongue. The discussion includes numerous re‘erences 
to the literature and illustrations. There is a 
clinical supplement dealing with some affections of 
the floor of the mouth and the routes of surgical 
approach to them. M. 


PHARYNX 


Burnam, C. F.: The Diagnosis and Treatment of 
Malignant Tonsil Conditions. Surg., (ynec. & 
Obst., 1932, lv, 633. 

As one of the factors in the incidence o/ cure of 
malignant disease of the tonsils is the extent of the 
trouble, every effort must be made to treat the con- 
dition early. The prognosis and the treatment de- 
pend on the type of the malignancy. [If irradiation 
is employed, it should be carried to a dosage far 
beyond that necessary to cause a primary recession 
or disappearance of the growth. Cancer of ‘he tonsil, 
especially cancer of a high grade of malignancy, may 
sometimes be cured even when there is extensive 
gland involvement. Surgeons should regard irradia- 
tion as a valuable addition to their armanientarium. 

James C. Brasweit, M.D. 


NECK 


Delcourt-Bernard, E.: New Researches Concerning 
the Action of Iodine on the Basal \etabolism 
(Nouvelles recherches concernant de l'iode 
sur le métabolisme de base). Rev. belge J. sc. mid. 
1932, iv, 503. 

In normal persons, iodine has an irregular efiect 
on the basal metabolism. In most instances it 
causes an increase, but in a few it causes « decrease. 
Its effect seems to be determined by the original 
height of the metabolic rate. In Basedow’s disease, 
iodine in either the organic or the inorganic form 
was found to lower the basal metabolic rate con- 
siderably. Large doses were more eficctive than 
small doses. After the rate had been brought to 
normal by thyroidectomy, iodine was found to It- 
crease it. The action of iodine could not be dupli- 
cated by the administration of similar substances 
such as bromides and fluorides. Therefore its effect 
is not due to ordinary oxidation, but is of a specili 
character. The mechanism of iodine action requires 
further study. Leo M. Zimmer M.D. 
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Rankin, F. W., and Graham, A. S.: Tuberculosis of 
the Thyroid Gland. Ann. Surg., 1932, xcvi, 625. 
Tuberculosis of the thyroid gland is discussed 
historically and statistically. Although reports of 
involvement of the thyroid gland demonstrated at 
autopsy following death from general miliary tuber- 
culosis are of academic value, this study has been 
confined to clinical cases. The incidence of clinical 
tuberculosis of the thyroid gland has been shown to 
be extremely low. Of 20,758 thyroid glands re- 
moved surgically at the Mayo Clinic in a period of 
eleven years and examined microscopically, tuber- 
culosis was found in only 21, approximately o.1 per 
cent. 

One hundred and four cases of surgically treated 
tuberculosis of the thyroid gland reported in the 
literature and 21 cases from the Mayo Clinic are 
tabulated separately. The combined data reveal 
a marked predominance of women patients in the 
fourth and fifth decades of life. Although active 
tuberculosis was evident in only 6 of 125 cases and 
was suspected in 5 others, it is believed that in 
probably all cases the thyroid condition is secondary 
toa disease process elsewhere in the body. 

Diagnosis prior to microscopic study of tissue 
removed at operation is extremely rare. Only 3 such 
diagnoses are recorded. From a detailed study of the 
data on 21 cases it was impossible for the authors to 
determine criteria by which a clinical diagnosis 
could be made. The principal syndrome exhibited 
was that of hyperthyroidism (which was noted in 
15 cases) with an increased basal metabolic rate of 
19 per cent or higher. The question as to whether 
hypertrophy renders the gland more susceptible to 
invasion by the bacillus of tuberculosis or the in- 
fection stimulates the parenchyma to abnormal 
activity and is thus indirectly responsible for the 
hyperthyroidism could not be answered conclusively. 

Evidence of thyroid deficiency was noted after 
thyroidectomy in only 3 of 115 cases. By far the 
most common observation was diffuse miliary tuber- 
culosis with typical epithelioid tubercles and giant 
cells. Caseation was found in about a fifth of the 
cases studied. Abscess and evidences of marked 
sclerosis were noted less frequently. Tuberculosis 
occurred in an adenomatous goiter in 51 cases, in a 
hypertrophic parenchymatous gland in 31 cases, and 
ina colloid gland in 6 cases. Convalescence after 
thyroidectomy in these cases was no different from 
convalescence in cases of uncomplicated adenoma- 
tous or exophthalmic goiter. In both groups the 
same excellent prognosis can be given. 


Winkenwerder, W. L., and McEachern, D.: The 
Use of Iodine in the Pre-Operative Treatment 
of Hyperthyroidism; with Remarks on Iodine 
Remissions as Observed in Baltimore, Mary- 


mae. Bull. Johns Hopkins Hosp., Balt., 1932, li, 
2. 


R analysis of 157 cases of hyperthyroidism in 
Baltimore, Maryland, with regard to the effect of 
iodine therapy yielded findings which agreed in 
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general with those reported from Boston, Chicago, 
and Ann Arbor, Michigan. Definite remissions 
occurred in 144 of the cases. The maximal improve- 
ment was noted between the eighth and _thirty- 
second day, and the average period before the 
maximal improvement was reached was thirteen 
and a half days. The greatest reductions in the 
metabolic rate occurred in the patients with the 
highest initial basal rates. An average decrease of 
50 per cent in the metabolic rate was obtained, 
regardless of the level of the rate before the iodine 
therapy was begun. 

The remission following the administration of 
iodine was found to be transitory. A recurrence 
usually developed whether the iodine was continued 
or not. Therefore the authors advise the adminis- 
tration of iodine only as a pre-operative measure. 
In severe cases in which it may be doubtful whether 
the patient will be ready for surgery when the 
maximal effect of the iodine is reached, it is wise to 
delay the institution of iodine therapy for several 
weeks after the beginning of bed rest, general medical 
care, and symptomatic therapy. 

In a small percentage of the cases reviewed 
irregular iodine effects were noted. In some cases 
the improvement was slow and continued over a 
much longer period than the usual two weeks. In 4 
cases the manifestations of hyperthyroidism were 
intensified by the iodine therapy. In 9 cases no 
appreciable effect from the iodine medication was 
noted. While some of these atypical reactions may 
be accounted for by previous iodine therapy, not 
all of them could be so explained. 

No material difference in the effect of iodine was 
noted in diffuse goiters as compared with nodular 
goiters. It was frequently impossible to determine 
whether a case was of the exophthalmic goiter type 
or the nodular type. The degree of iodine effect was 
independent of the preparation or solution of iodine 
used. Iodides of sodium or potassium are as effective 
as, and less disagreeable than, Lugol’s solution. The 
dosage must be adequate. 

Leo M. Zimmerman, M.D. 


Seed, L.: The Determination of Operability in 
Exophthalmic Goiter. West. J. Surg., Obst. & 
Gynec., 1932, xl, 613. 

Reduction of the operative mortality of thyroidec- 
tomy for toxic goiter to the minimum requires proper 
selection of the time for the operation. While the 
criteria of operability cannot be stated definitely, 
certain features of the patient’s condition must be 
carefully considered in determining his fitness for 
operation. The weight curve is most important. 
Stationary or increasing weight indicates that the 
condition is improving and offers a good prognosis. 
Muscular strength is also a valuable index. A 
patient who is able to step up on the chair without 
assistance is able to withstand operation. The 
basal metabolic rate per se is of little aid in the 
determination of operability. However, values 
above +75 indicate an unfavorable prognosis. 
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When operation is considered there should be no 
cedema of the legs or ascites and the patient should 
be able to be out of bed for several hours each day. 
Operation should not be done when the patient is 
approaching a crisis or before at least six weeks 
after a crisis. Extremes of youth and age, long 
duration of the disease, persistent albuminuria, 
and hypertension indicate a graver prognosis. 
Leo M. Zimmerman, M.D. 


Spencer, F. R.: The Diagnosis and Treatment of 
Laryngeal Tuberculosis. Jilinois M. J., 1932, 
Ixii, 316. 

One of the earliest signs of laryngeal tuberculosis 
is infiltration of the interarytenoid sulcus. This 
often resembles pachydermia of the larynx and, 
especially if there is a history of chronic hoarseness 
for several weeks or months, may not attract very 
much attention. In the cases of patients who are 
coughing a good deal the infiltration of the larynx 
may be preceded by a marked laryngeal hyperemia. 
This pretuberculous appearance of chronic laryngi- 
tis in patients with a cough should always arouse the 
suspicion of pulmonary tuberculosis. 

In the cases of patients who have had pulmonary 
tuberculosis for some time and show a secondary 
anemia such as is common in this condition, the 
larynx, pharynx, and soft palate may have a mottled 
appearance due to small pink areas alternating with 
pale areas. 

Occasionally a small papilloma may be found in 
the larynx. When this is caused by tubercle bacilli 
it isa tuberculoma. Tuberculous lesions occur more 
frequently on the posterior half of the larynx, 
whereas carcinoma occurs more frequently on the 
anterior half. 

Ulcerations in the larynx represent a later stage 
of the disease. They may be acute or active, 
chronic or sluggish, and superficial or deep at first. 
They are likely to be superficial and rather sluggish. 
They frequently have irregular edges and may not 
be very easily recognized. If the patient complains 
of pain it is often well to spray the larynx with a 3 
per cent aqueous solution of cocain, wait for ten or 
fifteen minutes for this to take effect, then spray 
with a mild alkaline solution to wash the mucopus 
from the ulcers as much as possible, and then spray 
with a 2 per cent aqueous solution of fluorescein. 
The fluorescein will stain even superficial tuberculous 
ulcers a light green so that they can be more easily 
recognized. 

Laryngeal tuberculosis develops relatively late in 
the course of pulmonary tuberculosis. Frequently 
the lesions are rather advanced before they cause 
dysphagia, odynphagia, hoarseness, or aphonia. In 
all cases of pulmonary tuberculosis the larynx should 
be examined at least once a month. 

In laryngeal tuberculosis as well as pulmonary 
tuberculosis, bed rest and climatic treatment are of 
importance. The larynx is placed at rest most 
effectively by absolute silence. Sir St. Clair Thom- 
son attributed his recovery from laryngeal tuber- 
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culosis to the fact that he did not even whisper dur- 
ing the first year and did not talk out loud during 
the second year. 

Recently, sunlight treatment of the larynx has 
assumed considerable importance. Glass absorbs the 
actinic, chemical, or ultraviolet rays and is jot 
suitable for reflecting the sun’s rays into the larynx. 


By means of the Verba solar laryngoscope, which 
has mirrors made of an alloy of aluminum and 
magnesium, more than go per cent of the actinic 
rays may be reflected into the larynx. The Jasynx 


should be exposed to these rays for half a minute 
daily at first and the time then lengthened 4 half 
minute each week until radiation for ten minutes 
daily can be tolerated without sunburning. 

Lactic acid, formalin, and trichloracetic acid are 
of very little value in laryngeal tuberculosis. 

Probably no other single method of treating 
laryngeal tuberculosis has yielded such uniformly 
good results as cauterization. The cautery may be 
used by the direct or indirect method. A sharp 
cautery at white heat will produce enough ‘ibroid 
change to destroy a tubercle or ulcer. To be of most 
value it should be used early, before there are too 
many multiple lesions in the larynx. Cauterization 
is contra-indicated by high fever, night sweats, loss 
of weight, and exhaustion from pulmonary disease. 
It should be employed only when the chest expert 
reports that the patient can tolerate it. It is rarely 
followed by hemorrhage or infection, and it re- 
quires very little after-care. 

When the gross pathological changes are |imited 
to the epiglottis, amputation of the epiglottis is an 
excellent means of arresting the disease, but when 
the condition has extended into the base of the 
tongue and the pharynx, amputation of the epi- 
glottis only aggravates it and hastens death. The 
author describes the preparation necessary {or re- 
moval of the epiglottis, the technique of the opera- 
tion, and the after-care. 

In advanced laryngeal tuberculosis, tracheotomy 
is justifiable. For cases in which extensive involve- 
ment prevents swallowing, the author recommends 
gastrostomy. Alcohol injection into the larynx is 
described in detail. Joun J. Maroney, M.D. 


Stewart-Harrison, R.: Malignant Disease of the 


Larynx and Pharynx. J. Laryngol. & (t0!., 1932, 
xlvii, 725. 

In carcinoma of the larynx, surgery remains the 

treatment of choice when it can be accomplished 


without causing too gross mutilation. {i many 
cases protracted, fractional X-ray therap) prel- 
erable. The limits of radical surgery and |rraciation 
therapy in the laryngeal region cannot <etined 
with precision. Important factors in the clwice 0! 
treatment are the histological character «1 radio- 
resistance of the neoplasm. 

During the period from 1919 to 1925, 
of the use of radium in diseases of the larynx and 
pharynx were not encouraging. Recent!y. radium 
treatment of malignant disease of the ny has 
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vielded better results, particularly when it is used 
in conjunction with protracted fractional roentgen 
treatment of the regional glands. 

For tumors of the epipharynx, mesopharynx, and 
hypopharynx, protracted fractional method of 
X-ray treatment is the procedure of choice. 

R. V. S. Surer, M.D. 


New, G. B., and Fletcher, E.: Selection of Treat- 
ment for Carcinoma of the Larynx. J. Am. M. 
AsS., 1932, XCiX, 1754. 

The results of the treatment of carcinoma of the 
larynx demonstrate that the best method of com- 
bating the disease is operation followed by irradia- 
tion with the roentgen rays or radium. In a selected 
group of 41 cases in which thyrotomy was done, the 
incidence of recurrence in from three to six years 
was only 13 per cent. The patients retained a 
fairly good speaking voice. The objective of educa- 
tional measures among physicians and the laity 
should be to bring patients for consultation early 
enough for this type of operation. 
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Of 100 patients with carcinoma of the larynx 
whose specimens were studied, the authors were 
able to trace 86 per cent. Fifty-two per cent of 
those traced were alive and free from recurrence 
from three to six years after the operation. Sixty-five 
per cent of those with carcinoma of Grade 3 and 71 
per cent of those with carcinoma of Grade 2 are 
alive and well, but all of those with carcinoma of 
Grade 4 are dead. 

The authors’ conclusions are summarized as 
follows: 

1. Extension of carcinoma of the larynx beyond 
the apparent margin of the tumor, as demonstrated 
microscopically, has a definite relation to the 
malignancy of the growth. 

2. The selection of patients with carcinoma of 
the larynx for a conservative or radical operation 
should be based on the special type of lesion in 
addition to the usual considerations. 

3. Surgical measures associated with irradiation 
offer these patients a good chance of freedom from 
the disease. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Freeman, W.: Fungus Infections of the Central 
Nervous System. Ann. Int. Med., 1932, vi, 595. 


Freeman had the opportunity to study material 
from twenty-four cases of fungus infection of the 
nervous system. There were nineteen cases of 
torulosis and one case each of coccidioidal granu- 
loma, oidiomycosis, endomycosis, sporothricosis, and 
aspergillosis. 

In some cases the symptoms are all referable to 
the nervous system. In others there is evidence of 
skin, bone, and respiratory tract involvement al- 
though the nervous symptoms predominate. As a 
rule the nervous symptoms are of a meningeal char- 
acter, but occasionally evidences of brain and cord 
disturbances are noted. There is nothing specific 
about the clinical findings except the presence of 
organisms in the spinal fluid and these may often 
be overlooked. When they are found, the diagnosis 
is plainly evident. 

From the pathological standpoint the lesions are 
characterized by the formation of granulomata in 
the meninges and varied lesions in the brain and 
cord. Oidiomyces, aspergillus, and coccidioides 
cause the formation of miliary abscesses with a 
tendency to heal, while torula incites very little 
reaction and sometimes forms yeast tumorsand cysts. 

The course of the diseases varies from weeks to 
months. Treatment may prolong life, but eventually 
the disease is always fatal. Lro M. Davinorr, M.D. 


Globus, J. H., and Horn, W. L.: Inherent Healing 
Properties of Abscess of the Brain: A Clinico- 
Anatomical Survey of Fifteen Verified Cases. 
Arch. Otolaryngol., 1932, xvi, 603. 

The authors report fifteen cases of fatal brain 
abscess in great detail, including the anamnesis, 
symptoms, diagnosis, and therapeutic efforts. Em- 
phasis is laid chiefly, however, on the findings of 
histological examination of the abscess wall and 
the surrounding brain tissue. 

In the earliest stage of the condition the infectious 
focus is soon surrounded by proliferation of the 
blood vessels and infiltration with leucocytes. As 
the process grows older a metamorphosis of the 
lymphocytes into fibroblasts results in the forma- 
tion of the protective wall or abscess capsule. The 
capsule gradually thickens, and if the lesion is 
situated in a silent area of the brain it may shrink 
and heal spontaneously. The element of time is so 
important that the authors advocate the use of 
Dandy’s method of repeated puncture to relieve the 
intracranial tension in order to favor the formation 
of the capsule. Leo M. Daviporr, M.D. 


NERVOUS SYSTEM 


Fox, J. C., Jr.: Disorders of Optic Nystagmus Due 
to Cerebral Tumors. Arch. Neurol. & Ps vchiai., 
1932, XXvViii, 1007. 

Twelve verified cases of brain tumor were studied 
with the author’s nystagmograph, an instrument de- 
vised for photographing the horizontal deviations 
of the conjugately moving closed eye. Seven «i the 
cases showed a disturbance of the optic nystagmus 
in response to a revolving drum. In five of the seven 
positive cases there was a tumor in the posterior 
half of the cerebral hemisphere, and in two 4 Jesion 
in the frontal region. Of the negative cases, a 
frontal lobe lesion was present in three and 3 lesion 
in the upper mid-portion of the hemisphere in two, 
The author attributes the disturbance to interrup- 
tion of the corticofugal system or optomot«: path- 
way. LEo M. Davipor?, \.D. 


Badt, B.: Wrong Diagnoses in Cases of Brain 
Tumor. A Contribution to the Symptomatol- 
ogy of Brain Tumor in Advanced Age (!'ehidiag- 
nosen bei Hirntumor. Beitrag zur Symptomatologie 
des Hirntumors im hoeheren Lebensalter). /ew/sche 
med. Wchnschr., 1932, i, 893. 


Among a series of 2,054 brain operations per- 
formed during the years from 1920 to 1930, 57 brain 
tumors which were not diagnosed were found. From 
the clinical findings verified by autopsy it is evident 
that brain tumors may run their course with the 
symptoms of arteriosclerotic softening of the brain, 
syphilis of the brain, multiple sclerosis, a senile brain 
process, or even a uremic disease. In the cases re- 
viewed the apoplectiform onset and the absence of 
general symptoms of brain pressure (in 35 of the 57 
cases even papilloedema was absent) contributed 
largely to the error in diagnosis. 

Advanced age in itself does not rule out tumor. 
However, in to patients from sixty to seventy years 
of age there were no general symptoms of |)rain pres- 
sure. In 3 of them the tumor produced no clinical 
symptoms of tumor at all, but autopsy revealed 
small meningiomata (frontal, parietal brain, gyrus 
fusiformis). Most of the patients came to the hospi- 
tal because of suddenly developing hemiplegia. This 
was explained pathologico-anatomically |v foci o! 
brain softening. It appears that in advanced age 4 
portion of the brain may respond to tumor !vrmation 
of every sort and localization with brain atrophy 
instead of brain swelling (Reichardt). | herefore 
papilloedema and other general symptoms of brain 
pressure characteristic of tumor may be «!)sent. Ot 
the 57 patients whose cases are cited, only 11 com: 
plained of headache and in only 1 was the pain ol 
any considerable severity. Vomiting was «lso rare 
and not characteristic. Epileptiform attacks (In 15 
of the 57 patients) are always suggestive of brain 
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decisive as they may also be part of the picture of 
arteriosclerotic changes in the brain. 

In the cases of 4 patients from eighteen to thirty- 
five years of age at the beginning of the observation 
a diagnosis of multiple sclerosis was made because 
the disturbances began gradually, involved other 
areas slowly, and were characterized by distinct re- 
missions lasting up to one year during which the 
improvement was so marked that patients who were 
bedridden became able to walk and to take care of 
themselves. 

The objective symptoms in these cases were nys- 
tagmus, temporal paling of the papilla, slow speech, 
and tremor and pareses on both sides of the body 
without any considerable sensory disturbances. In 
2 cases they included forced laughter and euphoria. 
The marked remissions in the condition seemed to 
rule out tumor and to suggest multiple sclerosis. 

The autopsy findings after from two to fifteen 
years were, respectively, glioma of the pons, caver- 
noma in the same region, a tumor of the cerebello- 
pontine angle, and a carcinoma metastasis in the 
parietal brain. 

In the cases of 6 older patients the clinical findings 
were primary atrophy of the optic nerve, pupillary 
disturbances, ataxia, absence of tendon reflexes, and, 
in some cases, psychic disturbances. The clinical 
diagnoses were tabes and taboparesis. 

Autopsy disclosed a suprasellar tumor in 3 cases 
and a tumor of the cerebellopontine angle, a carci- 
noma of the border region of the pons and medulla 
oblongata, and a cavernoma in the medullary layer 
of the semioval center in 1 case each. 

Positive cerebrospinal fluid findings and symptoms 
as of paralysis agitans may also lead to diagnostic 
error, as was shown in 6 other cases. 

The last case reported was that of a girl of nine- 
teen years who was seized with epileptiform convul- 
sions after she had suffered for several weeks with 
headache. On spinal puncture, a sanguinolent cere- 
brospinal fluid was obtained. The clinical diagnosis 
was basal aneurism or hemangioma. Autopsy dis- 
closed a glioma in one half of the brain, which had 
produced a ventricular hemorrhage. Juntus (0). 


List,C. F.: The Operative Treatment of Acusticus 
Neurinoma and Its Results (Die operative Be- 
handlung der Acusticusneurinoma und ihre Ergeb- 
nisse). Arch. f. klin. Chir., 1932, clxxi, 282. 


List reports on the operative treatment of 
acusticus neurinoma in Cushing’s clinic on the 
basis of 176 cases. In the development of the 
condition 4 stages may be distinguished. In the 
ist stage there are general cerebral symptoms 
without definite localization. In the second stage, 
‘ymptoms peculiar to the cerebellopontine angle 
‘ppear. In the third stage, the clinical picture is 
tully developed and there is pronounced papilloedema. 
In the fourth stage, the predominant phenomenon 


severe intracranial pressure with paralysis of the 
centers in the brain stem. 
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The author gives the usual warning against lumbar 
puncture before operation. The injection of air 
into the cerebral cavities should also be avoided if 
possible. Ventriculography from the lumbar region 
or the cisterne is contra-indicated. In the few 
cases in which ventriculography is necessary, the 
air should be injected through the vault of the skull. 

Contrary to earlier theories, local anesthesia with 
moderate doses of morphine is now regarded as the 
anesthesia of choice. 

Of the palliative operations, subtemporal decom- 
pression was done in 9 of the cases reviewed and 
suboccipital decompression in 13. In general, how- 
ever, these operations are no longer recommended 
as they cause massive brain prolapse. In 166 cases, 
removal of the acusticus neurinoma was done with 
the aid of extensive suboccipital exposure. A 
T-shaped incision was made with its horizontal 
component extending from one mastoid process to 
the other and its vertical component extending down 
as far as the fifth cervical vertebra. The occipital 
bone having been exposed, the part below the linea 
nuchez was removed as far as the foramen magnum, 
and on one side a special opening was made to gain 
access to the recessus occipitalis of a lateral ventricle. 
The lower lateral pole of the cerebellum on the 
affected side was excised with the diathermy knife. 
The tumor of the acusticus was then easily accessible. 
As complete removal of the tumor as possible was 
done. This involves extensive injury of the fifth to 
the ninth cranial nerves inclusive. In intracapsular 
enucleation the danger is much less. All bleeding 
vessels were seized with very fine silver clamps. 

The duration of the operation was from four to six 
hours. Of this length of time, from three-fourths to 
one hour was consumed in opening the skull and 
from one to one and a half hours in closing. 

In 5 cases, re-opening of the wound was necessi- 
tated by postoperative bleeding. In 26 cases the 
wound was re-opened after from five to eight days 
to remove remnants of the tumor. In 17 cases a 
secondary operation was undertaken at a later date 
because of recurrence of the growth. In 3 cases an 
accessory-facial nerve suture was done. 

The operative mortality was 11.1 per cent and 
was greatest, of course, in advanced cases in which 
only attempts at palliation were possible. Of the 26 
postoperative deaths, 16 was due to the operative 
trauma and 7 to respiratory paralysis. When the 
operation is survived, improvement is rapid. 
Especially gratifying is the regression of the tortur- 
ing symptoms of cerebral compression. 

Max Buppe (Z). 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Eleventh Installment. Am. J. Surg., 
1932, XVili, 361. 

In the eleventh installment of their treatise on 
peripheral nerve injuries the authors first take up 
the mechanism, signs, and symptoms of injuries 
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of the tibial nerve. The anatomy and physiology 
of the tibial nerve are discussed and the technique 
for the surgical treatment of injuries to this nerve 
is described. 

The authors next discuss injuries to the lumbo- 
sacral plexus. They describe and show by illustra- 
tions the anatomy of these neural entities and their 
component parts. Because their course in the spinal 
canal is comparatively long, the nerves of the lumbar 
plexus are involved more frequently in this portion 
of their course than in other portions. When they 
are divided within the canal they may be sutured, 
as their structure is that of a peripheral nerve al- 
though they lie within the dural sac. When they 
are injured in their course outside of the spinal 
canal, there is’usually a large destructive lesion of 
the soft tissues which so overshadows the nerve 
lesion that attempts to isolate and suture the nerves 
in their peripheral course are impractical. 

The authors next take up the anatomy, physiol- 
ogy, and signs and symptoms of injury of the femoral 
nerve. Suture of the femoral nerve in the thigh is 
considered almost impossible because the nerve 
breaks up into so many smaller branches soon after 
its appearance. The authors state that direct 
neurotization of the muscles by implantation of the 
central ends is of some value, and discuss tendon 
‘transplantation as a means of overcoming the de- 
formity of complete paralysis of these muscles. 

The last chapter is devoted to a description of the 
clinical symptoms of injury to the trigeminal, facial, 
and spinal accessory nerves. The anatomy of the 
facial nerve is described. Hace Haven, M.D. 


SYMPATHETIC NERVES 


Oughterson, A. W., Harvey, S. C., and Richter, 
.H. G.: Observations on Sympathetic Vaso- 
motor Pathways. Ann. Surg., 1932, xcvi, 744. 


The authors report a case in which there were 
symptoms suggesting Raynaud’s syndrome with 
generalized vasomotor dysfunction and superiicial 
gangrene of the right hand and left leg. Following 
dorsal sympathectomy for the right arm and lumbar 
sympathectomy for the left leg the symptoms were 
relieved. Six months later, novocain injection of 
peripheral nerves caused a rise in the temperature of 
the right arm and left leg. This finding led the 
authors to investigate the sympathetic vasomotor 
pathways of the lower limbs by studies made on 
dogs. From their experiments they draw the follovw- 
ing conclusions: 

1. There are vasomotor fibers leaving the cord at 
other levels than between the eleventh thoracic and 
third lumbar segments. 

2. There are vasomotor connector fibers leaving 
the spinal cord at lower levels than have previously 
been assumed. 

3. There may be sympathetic vasomotor path- 
ways which do not pass through the paravertebral 
ganglionic chain. 

The authors believe that operations designed to 
remove a portion of the sympathetic ganglionic 
chain should be made even more extensive and that, 
particularly in lumbar sympathectomy, the ganglia 
should be removed to as low as the level of the second 
sacral vertebra. Davin J. Impastaro, M.D. 
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CHEST WALL AND BREAST 


Heuer, G. J.: Tumors of the Sternum. Avn. Surg., 
1932, XCvi, 830. 

Chondromyxomata of the costal cartilages are 
rare. The author reports a case in which a large 
mediastinal chondromyxoma arising from the ster- 
num was removed. The patient was relieved for a 
year, but recurrence developed from a metastasis. 
The case history is supplemented by photographs of 
the tumor and roentgenograms. 

The author briefly summarizes the histories of 
cases of tumor of the sternum which have been re- 
ported in the literature. Twelve per cent of the 
tumors were primary cartilaginous neoplasms. 

J. Frank Doucury, M.D. 


Milone, S.: Cystic Fibrosis of the Breast (La fibrosi 
cistica della mammella). Arch. ital. di chir., 1932, 
XXX1l, 401. 

Milone reviews the literature on the so-called 
chronic cystic mastitis, which he believes should be 
called “cystic fibrosis,” and reports a clinical and 
histological study of 208 cases. The cases studied 
were from a group of 726 cases of breast tumor. 
They constituted 26.8 per cent of the tumors in 
females and 77 per cent of those in males. 

The etiology of the condition is not well estab- 
lished. In males, cystic fibrosis is the most common 
breast tumor. It seems to be related to sexual life 
and in some cases is associated with cirrhosis of the 
liver. In females, it occurs at all periods of life after 
puberty. The average age of the females whose 
cases are reviewed was forty-two years. The condi- 
tion seems to have a definite relationship to the 
menopause and a possible relationship to senile in- 
volutional changes. In the cases reviewed it was 
more common in unmarried than married women. 

With regard to the pathogenesis there are several 
theories. The theory that the condition is of an in- 
llammatory character has been rejected by many as 
signs of active infection with granulation tissue are 
never seen. The author rejects also the theory of 
Schimmelbusch that the disorder is a true neoplasm 
resulting from epithelial proliferation as the primary 
change, secondary connective tissue proliferation, and 
cyst formation due to a secretory activity of the new 
epithelium. According to a third theory, it is due 
‘0 a congenital malformation which permits the 
ducts to yield to the normal secretory pressure. 
This conception is based largely on the presence in 
the cysts of a peculiar pale epithelium and eosino- 
philes like those of the sweat glands of the axilla. 
Those accepting the theory believe that these struc- 
lures represent aberrant sweat glands, but others 
ave observed the development of similar cells from 
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the subepithelial layer of the normal epithelium and 
have found them in the normal lactating breast and 
many other organs. According to a theory which has 
been widely accepted, the condition represents a 
primary connective tissue hyperplasia with sec- 
ondary occlusion of the ducts, cyst formation, and 
secondary irritation of the epithelium resulting in 
proliferation and lymphocytic infiltration. Some 
believe that analogous changes accompany senile 
changes. In the author’s opinion, the condition is 
due to a combination of involutional changes with 
hyperplasia of connective tissue in early cases and 
with hyperplasia of epithelial tissue in late cases 
acting under the influence of the internal secretions 
of the ovary. 

Pathologically the process shows 3 stages: (1) 
simple fibrosis, (2) cyst formation, and (3) papillary 
hyperplasia of the epithelium. Its relation to the de- 
velopment of malignant and benign tumors is most 
important. The author believes that malignant 
degeneration occurred in from 25 to 33 per cent of 
the tumors he studied, and that this change was 
most frequent in the papillomatous varieties. In 
about to per cent, a benign tumor of the fibro- 
adenoma type developed. Sarcomatous degenera- 
tion, which Milone believes takes place through the 
development of a fibro-adenoma, was not observed. 

Clinically, the condition is an insidious disorder 
which usually develops without any apparent cause. 
A definite relationship to trauma was suggested in 
only about 8 per cent of the cases studied. Pain was 
present in from 30 to 50 per cent. In about 15 per 
cent there was a serosanguineous discharge from the 
nipple, but this was not necessarily a sign of malig- 
nant degeneration. In about 20 per cent, the condi- 
tion was bilateral, and in the majority the tume- 
faction appeared in the upper outer quadrant of the 
breast. As a rule the nodules were small, multiple, 
insensitive, scattered, or confluent. Only rarely 
were they associated with retraction of the nipple 
or adhesion of the skin or deeper structures. Enlarge- 
ment of the axillary glands was absent as a rule. 

The differential diagnosis from carcinoma is most 
important and often impossible. Cysts may be re- 
vealed by transillumination, and exploratory punc- 
ture may disclose the nature of their contents. How- 
ever, the best diagnostic aid is biopsy. The course 
of the condition is chronic with fluctuations. 

In the majority of the cases surgical intervention 
is advisable. In the cases of young women with lo- 
calized lesions it may consist in simple excision of 
the tumor. In fully developed cases amputation 
should be done. In cases of tumor of the papilloma- 
tous variety or signs of malignancy, radical resection 
of the breast and glands is indicated. 

A. Louts Rost, M.D. 
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Kilgore, A. R.: Precancerous Lesions of the Breast. 
West. J. Surg., Obst. & Gynec., 1932, xl, 581. 


Kilgore believes that there are very few benign 
lesions of the breast which become malignant. He 
states that the breast abnormalities showing a 
greater or less tendency to undergo malignant de- 
generation are of three types: 

1. The productive abnormal involution in which 
a papilloma or cystadenoma is found. The tumor 
can be detected by the clinician. 

2. Paget’s disease of the nipple. 

3. Persistent scar induration of lactation ab- 
scesses. Louts P. GAMBEE, M.D. 


Fraenkel, L.: Plastic Operations on the Breast 
(Ueber Mammaplastik). Zentralbl. f. Gynaek., 1932, 
p. 1506. 

The author describes a successful plastic opera- 
tion on the breast in which the methods of Lotsch 
and Biesenberger were combined. In both of these 
methods the breast with the nipple and areola is dis- 
sected free from the skin and sutured into a newly 
formed opening in the skin at a higher level. In the 
case reported an incision was made around the nip- 
ple and the skin dissected away from it. A curved 
incision in the skin was then made 1 cm. above the 
site of attachment of the lower pole of the breast, the 
skin dissected back, and the fatty coat of the gland 
removed. Lateral resection of the upper outer 
quadrant was then done by a laterally concave in- 
cision and resection of the lower outer quadrant by 
a medially concave incision. Next, the portion of 
the breast with the nipple was rotated outward and 
upward through an angle of 180 degrees and at- 
tached to the undisturbed upper portion with a few 
catgut sutures. The superfluous skin was removed. 
At the proper point for the new position of the nip- 
ple a circular opening the size of a quarter was cut 
in the skin and the nipple was sutured at this point. 
The curved incision in the skin was then closed. 

This operation is not difficult or bloody, but is 
time-consuming as it requires great care and con- 
stant comparison of the two sides. ScHRoEpER (G). 


TRACHEA, LUNGS, AND PLEURA 


Racz, B.: The Importance and Treatment of In- 
juries of the Pleura and Lung (Bedeutung und 
Behandlung der Verletzungen des Brustfelles und 
der Lunge). Orvosképzés, 1932, xxii, 31. 

In the year 1915 the war surgeons Garré, Sauer- 
bruch, and Borchard took up a position in favor of 
primary operative closure of open thoracic injuries, 
with care for the pulmonary injury and without 
drainage of the thoracic cavity. Further experiences 
in the war taught the suture of the lung and ligation 
of the pulmonary vessels. In this manner 70 per cent 
of patients with lung injuries were cured, whereas in 
the first and second years of the war the mortality 
from such injuries was 90 per cent. The dangers of 
opening the thorax may be greatly diminished by the 
use of the differential pressure apparatus. The great 


importance of injuries to the thoracic wall and lungs 
is due to the injury to the vessels and the entrance of 
air and foreign bodies into the thoracic space. 
Hemorrhages from the internal mammary and the 
intercostal arteries seldom discharge outward: the 
blood flows into the thoracic cavity and in the more 
severe cases demands operative intervention. It js 
important to determine whether the blood comes 
from vessels of the thoracic wall or from the lungs, 
When the site of the injury corresponds to the course 
of the vessels mentioned, an injury of those vessels 
is probable. Foamy blood at the site of injury sug- 
gests injury of the lung. The spitting of bloud is an 
infallible sign of lung injury. In cases of severe in- 
jury, hemorrhage appears at once and is copious. 
This is true especially in injuries of the larger 
bronchi, as in such injuries the traumatized vessel 
empties its contents directly into the bronchus. 

The absence of hemoptysis does not absolutely 
rule out lung injury as hemoptysis may be absent 
when there is marked contraction of the ling and 
when the hemorrhage occurs into the pleura! space. 
In such cases a rapid increase in the extravasate 
points toward the correct diagnosis. On \Vinter- 
nitz’s service in the period from 1926 to 131, 231 
thoracic injuries were treated. In 2 cases ligation of 
the intercostal or the mammary artery was neces- 
sary. If none of the larger pulmonary vessels in the 
lung is injured, the patient generally does not lose 
much blood as air enters the thoracic space through 
the bronchus which was injured at the saine time 
and the resulting pneumothorax compresses the 
lobes of the lung. Extravasated blood acts in a 
simila: manner. In the cases reviewed tle mor- 
tality from injury to the large vessels was 5 per cent. 
Large extravasations of blood, which damage heart 
function, are punctured. The same procedure is car- 
ried out when, after a week, a blood extravasate 
shows no tendency to become resorbed. }}lood ex- 
travasates were present in 52 (22.5 per cent) of the 
cases reviewed. Small hematomata hea! without 
operative intervention. Suppuration of the exudate 
is dangerous. The exudate suppurated in 5 (19.3 
per cent) of the 52 cases. Secondary hemorrhage is 
also dangerous. It is caused early by sudden attacks 
of coughing and later by inflammation, the breaking 
down of lung tissue, the rupture of a smal! aneurism, 
or the erosion of a vessel wall by bullets or grenade 
splinters. The symptoms and treatment oi second- 
ary hemorrhage are the same as those of simple 
puncture and gunshot injuries of the lung and lung 
ruptures. In addition to the usual methods and 
medicaments, morphine is a sovereign remedy. 

Foreign bodies may heal in. If they do not cause 
symptoms their removal is not important. If they 
cause fever or bronchitis or if they lie under the 
pleura and cause circumscribed pleu:'sy  theit 
removal is absolutely necessary. 

When a communication is formed between the 
lung and the thoracic space by an injury to a large 
bronchus, the condition is spoken 
pneumothorax with an internal opening.” When 
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the communication is constant, the condition is 
called a “tension pneumothorax.” If it is impossible 
to cure the latter by aspiration of the air and drain- 
age of the thoracic wall, thoracotomy and closure of 
the lung wound are to be considered. Because of its 
greater frequency, the open pneumothorax is the 
more important. Every patient with this injury has 
the appearance of being severely injured. Hamor- 
thage and shock are the dangers. When these two 
factors no longer threaten life, there still remains 
the danger of infection which may not appear until 
after weeks or months. The fate of the patient is 
different if the open pneumothorax is closed by 
operation after subsidence of the symptoms of 
shock. The first and most important aim of therapy 
is to combat the loss of blood and the shock. The 
administration of large doses of camphor and the 
subcutaneous injection of an ampoule of a 2 per cent 
solution of morphine are the first requisites. This is 
followed by digitalis and caffein. Just before the 
operation 1 liter of physiological salt solution is 
given by subcutaneous infusion. The lower ex- 
tremities are elevated and bandaged. Positive 
pressure oxygen inhalation also has a favorable 
eflect on the heart. Operation is deferred until the 
symptoms of shock have disappeared. If only the 
thoracic wall is injured, local anesthesia is used. If 
the lung is injured, light ether general anesthesia is 
induced. For operations on the thorax the surgeon 
should always use rubber gloves or linen gloves and 
swabs which have been kept in physiological salt 
solution. Dry linen gloves and swabs injure the 
pleural epithelium. By reflex action, rough rubbing 
and swabbing may cause stoppage of the action of 
the heart and respiration. 

The method of operation for open pneumothorax 
depends upon the anatomical relations of the injury. 
In the simplest cases—those without injury to the 
lung—the thoracic wall is closed in layers with but- 
ton sutures after the margins of the wound have 
been freshened. If injury to the lung, diaphragm, or 
heart is suspected, the defect is enlarged by rib 
resection or intercostal incision to permit orienta- 
tion. The openings by which the projectile entered 
and left the lung are carefully searched for a lodged 
bullet, splinters, bits of clothing, and rib fragments. 
In order to make the site of injury more accessible, 
the positive pressure is raised to 8 cm. of water. 
Fresh, foamy blood then oozes from the site of the 
injury. When the injured spot is discovered, the 
pressure is reduced to 3 cm. 

The lung lobe is drawn out and a soft clamp is 
applied under the site of the injury. The lung frag- 
ments are removed, the vessels and bronchi are 
ligated, and when the bleeding is controlled, the 
— is closed with silk button sutures or a glover’s 
suture. 

If the lung is badly shattered (lodged grenade 
Slinters, shot that have hit the ground .and re- 
on it is not always possible to control the 
feding. In this case the artery in the base of the 
‘ung must be ligated (Jehn, Sauerbruch, Kuettner). 
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A similar procedure is recommended by Sauerbruch 

for vessel tears which cannot be inspected. The 
toilet of the pleural cavity follows the care of the 
lung wound and vessels. In cases of clean injury, 
sterile suction of the blood and the intravenous in- 
fusion of a 2 per cent sodium citrate solution may be 
considered (Thies). Before the opening in the thorax 
is cared for, the lung should be inflated. The wound 
in the thoracic wall should be closed with a pericostal 
or percostal suture. The tying should be done dur- 
ing expiration. This is particularly important as 
regards the last suture. 

Even when an entire pulmonary lobe is injured, 
the thorax should be closed if it has been possible to 
suture the lung and if the anatomical relations of the 
thorax permit closure. When the defect in the 
thoracic wall is large, the lung is fastened with but- 
ton sutures to the border of the musculature in the 
thoracic window. For injuries below the seventh 
rib, the diaphragm can be used to help close the 
pleural space (Rehn). 

When the defect in the thoracic wall cannot be 
closed, the pulmonary injury should be cared for, 
the bronchi tied off, the lung inflated, and the re- 
maining portion of the thoracic cavity then closed 
air tight with broad strips of vioform gauze laid one 
over the other. For further protection an ointment 
dressing is applied over this dressing. After the 
tamponade the differential pressure is discontinued. 
The vioform gauze tampon leads to adhesion be- 
tween the lung and the thoracic wall in from eight to 
ten days. 

If the injury to the lung tissue is so severe that 
suture of the lung cannot be done, the entire pleural 
cavity should be tamponed. 

Fresh prolapse of the lung should be replaced. In 
old, inflamed prolapses gangrene is to be feared. 
Therefore, the prolapse should be transfixed in the 
base and ligated. 

After operation the fate of the injured person 
depends upon many circumstances. The dangers 
that threaten are early developing pneumonia, lung 
abscess, gangrene, and, chiefly, infection. From the 
standpoint of the clinical picture and their impor- 
tance, a distinction must be made between early and 
late infection. When the pleura is intact the conse- 
quences of infection are often still more severe and 
the patients succumb usually within the first twenty- 
four hours with the symptoms and signs of severe 
sepsis. Late infections of the pleura run a less rapid 
course and are also more benign. The fever that 
develops in the first few days after the injury is due 
to the wound reaction and the resorption of the 
exudate. A rise in the temperature occurring on the 
seventh or eighth day with chills, indicates late 
infection. 

The indications for operation and the choice of 
the time for the intervention depend upon the pa- 
tient’s general condition. If his life is in danger be- 
cause of toxemia, operation should not be delayed. 
Otherwise the time for the operation is determined 
by the character of the pus. 
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Empyema is treated in accordance with the usual 
rules and methods. Racz is not in favor of irrigation 
of the acute empyema cavity or similar procedures 
as they may cause reflex shock, infect a pulmonary 
lobe through a bronchial fistula, or lead to general 
infection along the course of an injured vein. Only 
old empyema cavities should be irrigated. The irri- 
gation should be done cautiously with lukewarm 
physiological salt solution under low pressure and 
with a soft catheter. 

Fistula formation can seldom be prevented in 
spite of care. When it occurs, thoracoplasty is in- 
dicated (Sauerbruch). 

The later course of thoracic injuries shows many 
peculiarities even after the wound has healed com- 
pletely. The shape of the thorax and its movements 
often undergo an important change. The organiza- 
tion of the blood extravasate and the formation of 
pleural indurations often cause a considerable change 
in the mechanical relations of the thoracic space. 
Bronchiectases may result from the presence of scar 
tissue and adhesions. 

The danger of immediate and later sequel of in- 
juries of the thorax can be very greatly diminished 
by suitable operative intervention and an appro- 
priate procedure. Not only the direct danger to life 
but also a large number of sequelae which jeopardize 
life and the ability to work can often be avoided. 
Emmericu (Z). 


Hayes, J. N.: The Dangers and Complications of 
Oleothorax. J. Thoracic Surg., 1932, li, 34. 


While oleothorax is a valuable aid in pulmonary 
collapse therapy, a very careful technique and close 
watching are necessary to prevent complications. 

In order to avoid irritation of the pleura, the oil 
should be injected at body temperature. The first 
injection should always be a small one, about 5 
c.cm., to test the reaction of the pleura, especially 
when the pleura is dry. When the pleura is sensi- 
tive, olive oil may be used instead of paraffin. 
When febrile reactions increase the gas pressure, 
they may be dangerous and the pressure should be 
reduced by aspiration. During injection the gas 
pressure should be under constant observation. 

One of the dangers of the treatment is perforation 
of the lung. When this occurs, oil may flood the 
oth er lung and may cause death by suffocation. The 
instant the perforation is recognized the oil should 
be removed. 

If the needle punctures a vessel or the oil is forced 
under pressure into newly formed capillaries, oil 
embolism may occur. 

Among other possible complications of the treat- 
ment are phlegmon of the chest wall, paraffinoma, 
pleurocutaneous fistula, and exudative pleural reac- 
tions. The formation of a pleurocutaneous fistula is 
usually due to tuberculous infection of the needle 
track. To prevent such infection the interior of the 
needle should be cleansed before withdrawal, the 
pleura washed free of pus, or the oil injected high in 
the axilla with a small needle. In some cases the 
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oil may be coughed out and lie under the skin. This 
may be prevented by methods to allay cough and the 
use of a compression bandage. 

A minor disadvantage of the method is difliculty 
in observing the progress of the compression of the 
lung. MaoriceE P. Meyers, M.D. 


McCordock, H. A., and Ballon, H.: The Mechanism 
of the Development of Tuberculous Pneumonia 
Following Thoracoplasty. J. Thoracic Surg. 
1932, li, 24. 

Two fatal cases of acute tuberculous pneumonia 
following thoracoplasty for tuberculous cavities on 
the other side are discussed on the basis of the post- 
mortem findings. The authors state that deaths 
occurring within the first few days after thoraco- 
plasty are often erroneously attributed to «edema 
of the lungs or bronchopneumonia of a non-tulercu- 
lous nature. They believe this error is due io the 
failure of clinicians and pathologists to recognize the 
fact that the inflammatory oedema is an early 
manifestation of tuberculous pneumonia. : 

In both of the cases reported by the authors the 
lesion in the formerly normal lung was clearly 
demonstrated to be an extension from a tuberculous 
focus in the lung subjected to compression therapy. 
That it was not due to hematogenous dissemination 
of the infection was evident from the absence of 
tubercles in other organs of the body. As patients 
subjected to thoracoplasty are all potentially sensi- 
tized, compression therapy may act as an inocula- 
tion mechanism by causing a sudden discharge oi 
relatively large quantities of tubercle bacilli or their 
products into the alveoli of uninvolved lung tissues. 

Maurice P. Meyers, M.D. 


Vidal, M. J.: The Diagnosis of Bronchopu!monary 
Suppurations (Diagnostic des suppurations bron- 
cho-pulmonaires). Arch. med.-chir. de |appar. 
res pir., 1932, Vii, I51. 

In the course of suppurations developing in the 
parenchyma of the lung two successive phases may 
be distinguished, the first a phase of closed pulmo- 
nary suppuration, and the second a phase in which 
the pus is expelled. The clinical problem arises 
when the pus is coughed up. When this occurs there 
are two possibilities to be considered: 

1. The course of the condition may be acute and 
accompanied by systemic signs and severe infection. 

2. The course of the condition may be chronicand 
characterized by acute exacerbations. ; 

In suppurations with an acute course tlie condi- 
tion is of recent origin, with a sudden onsct accom 
panied by chills, severe pain in the side, and dysp- 
neea. After an apparently ordinary pnewmopathy 
during which the diagnosis is uncertain for a lev 
days, the occurrence of abundant expectortion, the 
character of the sputum which is sometimes fot 
and the prolonged evolution of the condition sugges 
the possibility of pulmonary suppuration. Under 
such circumstances the following three possibilities 
must be considered: 
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1. Diffuse pulmonary suppuration with a rapidly 
fatal termination. Caseous pneumonia is excluded 
by absence of tubercle bacilli in the sputum. 

“>, Gangrene of the lung. In this condition the 
sputum is abundant and has the odor of carrion, 
which is characteristic of gangrene. The systemic 
signs are very severe—a high fever, diarrhoea, al- 
buminuria, sweats, and anxious facies. The signs of 
cavity appear and spread rapidly. The condition is 
usually rapidly fatal, but occasionally it recedes and 
presents the syndrome of chronic abscess with 
gangrene. 

2, Acute abscess. The most frequent type is the 
metapneumonic abscess. Acute abscess is dis- 
tinguished from diffuse pulmonary suppuration by 
the character and definite localization of the physical 
signs, which are distinctly those of a cavity, and the 
less serious character of the general phenomena. 
X-ray examination discloses a characteristic shadow. 
Bacteriological examination of the sputum often 
shows only one type of bacterium—a pneumococcus, 
streptococcus, or staphylococcus, or Friedlander’s 
bacillus. Acute abscess due to pyogenic bacteria 
usually runs a relatively favorable course and not 
infrequently becomes cured spontaneously. Oc- 
casionally, however, it spreads rapidly and is asso- 
ciated with necrosis. 

Chronic suppuration of the lung may also be pre- 
ceded by an acute pneumopathy. A syndrome of 
cavity formation soon develops and the expectora- 
tion increases while the general signs gradually im- 
prove. These changes represent the transition of an 
acute abscess into a chronic abscess. Jacquelin and 
Duruy maintain that in cases of recent suppuration 
such a change may be foretold from the presence of 
numerous bacteria in the sputum since frequently 
in acute abscess only one type of organism is found. 
A better sign is the onset of the condition. Chronic 
suppuration rarely develops after a single acute 
pheumopathy occurring in a person in good health. 
Usually its onset is insidious and progresses during 
repeated respiratory infections. It is associated with 
the expectoration of copious purulent sputum which 
often settles in three layers and contains bacteria of 
humerous types—pyogenic bacteria, anaérobes, and 
spirochetes. The odor of the sputum is very often 
oul, but is unlike that of gangrene. The cough 
varies with the amount of sputum. Dyspncea is 
moderate or absent. The findings of physical ex- 
amination are extremely variable. In the most 
typical forms the syndrome of cavity formation is 
presented and coarse rales are heard. The general 
‘igns vary according to the stage of the condition. 
The general health is well maintained, but the prog- 
hosis is unfavorable. 

In the case of a patient who is coughing up pus and 
presents the symptoms and signs of an ulcerative 
pulmonary lesion the first condition to be considered 
in the diagnosis is pulmonary tuberculosis. This 
must be ruled out chiefly by bacteriological ex- 
‘mination of the sputum, as hemoptysis occurs also 
inlung abscess. In the determination of the site of 
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the lesion, roentgen examination is of most value. 
An encysted purulent pleurisy (especially of the 
interlobar variety) with a bronchial communication, 
and mediastinal and subdiaphragmatic collections of 
pus must also be ruled out. 

The question then arises whether the suppuration 
is a lung abscess or bronchiectasis. In bronchiectasis 
the beginning of the condition is difficult to de- 
termine. Asa rule the symptoms have been present 
for a long time and frequently it appears that they 
developed after a pneumopathy in infancy. Abscess 
of the lung is usually of recent origin. In bron- 
chiectasis, the expectoration occurs chiefly in the 
morning, whereas in lung abscess it is more constant. 
In bronchiectasis the general condition is better than 
in lung abscess. The physical signs are of little 
diagnostic aid. X-ray examination is indispensable. 
In bronchiectasis, it shows a diffuse and more or less 
opaque shadow obscuring the pulmonary field un- 
evenly and evidences of peribronchial sclerosis. In 
abscess, it reveals a cavity with a horizontal fluid 
level surrounded by a dark zone of parenchymatous 
condensation. Sometimes there are several similar 
images juxtaposed or superimposed. In bronchiec- 
tasis, a roentgenogram made immediately after the 
intratracheal injection of lipiodol shows very char- 
acteristic shadows of dilatations of various shapes 
which resemble a bunch of grapes hanging from the 
bronchial tree. 

The suppurating hydatid cyst is manifested before 
the stage of suppuration by signs which are suf- 
ficiently definite for the diagnosis, viz., the character 
of the initial expectoration and the findings of 
laboratory tests. 

Suppurating cancer of the lung may be diagnosed 
with certainty by bronchoscopy and biopsy. 

Pulmonary mycoses are recognized by examina- 
tion of the sputum. 

By the great majority of surgeons exploratory 
puncture is regarded as a dangerous procedure which 
often fails in the cases in which diagnosis by other 
methods is difficult. However, exploratory puncture 
followed by the injection of lipiodol often yields very 
valuable roentgen findings. The injection of lipiodol, 
by rinsing the cannula, makes it possible to with- 
draw the cannula without causing contamination 
of the track. 

Bronchoscopy yields information regarding the 
condition of the bronchial mucosa and the situation 
and aspect of the draining bronchus, permits biopsy 
and the injection of lipiodol at the desired site, and 
reveals intrabronchial foreign bodies which are fre- 
quent causes of bronchopulmonary suppuration. 

After the presence of an abscess of the lung has 
been determined the sputum should be subjected to 
a bacteriological examination. 

The two chief varieties of bronchopulmonary 
suppuration are bronchiectasis and pulmonary 
abscess. The effort must be made to distinguish be- 
tween them, but one may follow the other or the two 
conditions may be associated. 

FRANK B. Berry, M.D. 
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Guibal, A.: Surgical Treatment of Bronchopul- 
monary Suppurations (Le traitement chirurgical 
des suppurations broncho-pulmonaires). Arch. méd.- 
chir. de Vappar. respir., 1932, vii, 181. 

Theoretically, the treatment indicated for well- 
circumscribed abscess of the lung is simple pneu- 
motomy and drainage of the cavity; for dilatation 
of the bronchi with cavities surrounded by rigid 
bronchial walls, collapsotherapy; and for more or 
less extensive gangrene of one lobe of the lung, 
pneumectomy. Practically, however, the therapeutic 
indications are influenced by the following factors: 

1. The presence of the pleural serosa around the 
diseased lung. As a rule the pleura reacts to a 
suppurating focus with an effusion or the formation 
of adhesions. One or the other of these reactions 
may prevent the treatment which seems indicated 
for the pulmonary lesion. On the other hand, 
absence of pleural adhesions may be unfavorable 
for the ideal therapeutic method because of the 
associated risk of infection of the serosa. 

2. The site of the suppurating focus in the lung. 

3. The anatomical changes associated with the 
lesion. 

Pulmonary abscess tends to become chronic. 
The sclerosis surrounding the infection extends to 
the peripheral bronchi and causes them to dilate. 
There is then no distinct difference between lung 
abscess and bronchial dilatation. Moreover, the 
retention favors the development of anaérobes, the 
abscess becomes foetid, and foci of necrosis appear 
and extend into its thickened wall and around it. 
There is then no distinct difference between abscess 
and gangrene. 

Bronchial dilatation continues to spread, and the 
gaping bronchial lumina coalesce to form a large 
cavity containing stagnant pus which is a true 
abscess. Invaded by infection and sclerosis, the 
lung tissue is soon destroyed by gangrene. 

The area of gangrene is surrounded by an area of 
pyosclerosis. The pus soon collects to form an ab- 
scess. The sclerosis then spreads and causes dilatation 
of the bronchi at the level of the branching of the 
respiratory tree. 

Therefore at one phase in their evolution, abscess, 
bronchial dilatation, and gangrene merge into each 
other. There is an irregular suppurating cavity sur- 
rounded by a rigid shell and plaques of pulmonary 
parenchyma undergoing necrosis. 

The treatment should be directed toward evacua- 
tion of the suppurating focus and removal of the 
cause. 

The therapeutic procedures may be divided into 
the direct and the indirect, according to whether 
the suppurating focus is attacked directly or through 
the surrounding tissues. 

The direct operations are pneumotomy, which 
opens the focus to the exterior through the chest 
wall; bronchoscopy, by which the pus is aspirated 
through the natural passages; and pneumectomy, by 
which the suppurating focus is removed through an 
opening made in the chest wall. The indirect opera- 


tions are the various procedures for external com- 
pression of the focus to express or expel its contents 
through the natural processes, viz., artificial pneu- 
mothorax, phrenicectomy, apicolysis, thora- 
coplasty. 

These procedures may be classified also according 


to whether simple drainage or removal of the focus 
is done. 
Of the drainage operations, aspiration of the pus 


by bronchoscopy is the simplest. This procedure 
does not belong to general surgery. Collapse therapy 
by the induction of artificial pneumothorax is also 
regarded as belonging to medical treatment. ‘Truly 
surgical collapse therapy includes phreniceciomy, 
apicolysis, and extrapleural thoracoplasty. : 
Phrenicectomy is done to paralyze half of the 
diaphragm so that it will rise in the chest caviiy and 
exert pressure on the lung from below. It can be 
considered only if the focus has an extensive com- 
munication with the bronchi, its walls are re\itively 
supple, and it is situated not far from the sirface. 


Phrenicectomy acts only on suppurations in the 
base of the lung. It is a simple operation which has 
sometimes resulted in cure, but may cause ruj)ture of 
the pus into the pleura or the retention o! pus in 


the abscess. 

For apicolysis, the focus must be single, well 
limited, in wide communication with the bronchi, 
relatively superficial but not too near the surface, 
and preferably in the region of the apex of the lung. 
Its walls must be supple, and the pleura must be 
adherent. Apicolysis is not a severe operation. It is 
of advantage because the compression is produced 
at the site of election and can be relieved when the 
cavity has been obliterated. However, it is associat- 
ed with the danger of tearing of the pleura and the 
development of suppuration in the artificially pro- 
duced pocket due to lymphangitic infection 

For extrapleural thoracoplasty the focus must be 
relatively superficial without being too near the 
pleura and must be well drained, and the infection 
must be chronic or at least quiescent. The operation 
has the disadvantage of causing permanent com- 
pression of the lung and permanent deformity ol 
the chest, and is associated with the danger of 
causing inoculation of the other lung. The mortality 
is 40 per cent, but the conditions in which it is 
performed are severe. 

In a consideration of the value of collapse therapy 
in bronchopulmonary suppurations it must be 
recognized that this treatment does not «ct upon 
deep foci; it is associated with the danger o! opening 
superficial foci into the pleura; it is incilective on 
sclerous foci, exerting its action more upon the 
normal parenchyma which remains elastic than 00 
the rigid and gaping focus; it requires a wide com- 
munication of the focus with the bronchi; it does 
not eliminate the danger of recurrence; «nd, as 
imprisons the bacteria in the sclerotic tissue, It does 
not eliminate the cause of the suppuration. 

For drainage through the chest wall vy pneu: 
motomy the abscess must be superficial so that the 
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knife will not have to pass through a thick layer of 
parenchyma to reach it. It must be a single, well- 
circumscribed abscess. The two leaves of the 
pleura must be adherent throughout the extent of 
the parietal incision. The site of the abscess and 
the zone where it is nearest the thoracic wall must 
be determined by several roentgenographic examina- 
tions made at different angles. The abscess must 
not be in the acute stage, but must be of fairly 
recent origin. The best time for the intervention is 
at the beginning of the chronic stage, about two 
months after the onset of the illness. The dangers 
of the procedure are severe hemorrhage at the time 
of the evacuation or later; inoculation of the pleura 
due to the tearing of adhesions; and severe phleg- 
monous or gangrenous infection of the chest wall. 
When pneumotomy alone results in cure it is 
followed by nearly complete restoration to normal. 
However, because of the anatomical conditions, the 
procedure is not so harmless or efficacious as in- 
cision into an ordinary abscess. The mortality has 
been reported at from 17 to 70 per cent. 

The operations for removal of the focus are the 
pneumectomies in which pulmonary parenchyma is 
resected. Pneumectomy may be typical, an entire 
lobe being removed (lobectomy), or atypical, only a 
single focus of suppuration being destroyed. The 
principal difficulty in the typical operation is the 
treatment of the bronchovascular pedicle. The mor- 
tality ranges from 40 to 57 per cent. The operation 
may be performed in one or more stages. Its cures 
are more complete than those of atypical pneu- 
mectomy. 

Chief among the atypical pneumectomies is the 
Graham pneumectomy in which the diseased area of 
lung tissue is destroyed with the thermocautery in 
several stages. The chief danger is hemorrhage. 
Cure is rarely absolute and the persistence of 
bronchoparietal fistulae causes a distressing in- 
firmity. The mortality reported by Graham in 1928 
was 6.6 per cent. 

Various other types of atypical pneumectomy have 
been devised, some of them combined with thoraco- 
plasty and complete exteriorization of the lobe, and 
some with partial exteriorization of the involved 
portion of lung. 

The choice of operation must not depend upon 
the surgeon’s preference alone. It must be based 
upon the anatomicopathological conditions, the 
topography and anatomical site of the focus, the 
peripheral reaction of the parenchyma, and the 
drainage by the natural routes. As these determina- 
tions cannot always be made by clinical and roent- 
genological examinations, the following general 
theoretical rules should be borne in mind: 

When the abscess is deep or near the hilum, 
artificial pneumothorax or bronchoscopy may give 
good results. An apical lesion may be attacked by 
aplcolysis or thoracoplasty. For a basal lesion, 
phrenicectomy is to be considered. Superficial 


cortical lesions are best treated by pneumotomy or 
pheumectomy, 
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If the lesion is circumscribed, pneumotomy or 
elective compression by apicolysis is the operation 
of choice. When the focus is diffuse, extrapleural 
thoracoplasty or pneumectomy should be considered. 

If the surrounding parenchyma is still elastic, 
pneumotomy or collapse is indicated, whereas if the 
process is surrounded by a shell of pyosclerosis and 
gangrene, pneumectomy must be undertaken. 

If the focus has a free communication with the 
bronchi, collapse therpay is possible, but if drainage 
is lacking or limited, only pneumotomy and pneu- 
mectomy may be done. Frank B. Berry, M.D. 


Denk, W.: Is Phrenicotomy Indicated in Non- 
Tuberculous Bronchiectasis? (Ist die Phreni- 
cotomie bei nicht tuberkuloesen Bronchiektasien 
angezeigt?). Wien. klin. Wehnschr., 1932, i, 755. 

Because of the numerous anastomoses of the 
phrenic nerve and the occasional presence of an 
accessory phrenic nerve, simple phrenicotomy (sec- 
tion of the phrenic nerve) is to be regarded as only 
an incomplete operation. To put the diaphragm at 
rest, the phrenic exeresis suggested by Felix or the 
radical phrenicotomy advocated by Goetz is neces- 
sary. The success of the operation requires a knowl- 
edge of the site, stage, and character of the pul- 
monary disease. The procedure primarily relieves 
the tension of the lung as a whole and secondarily 
produces compression of the lower lobe. 

Simple phrenicotomy is usually insufficient to 
cause collapse of the rigid cavities found in chronic 
bronchiectasis with secondary scar formation. 
Therefore in this condition no noteworthy beneficial 
effect can be expected from it as a rule. On the 
other hand it has proved of value in cases of basal 
contraction bronchiectasis of short duration, espe- 
cially those with basal cavities due to destruction of 
the pulmonary parenchyma, and occasionally it 
gives good results also in cases of older and more 
extensive disease. HAaGEN (Z). 


CSOPHAGUS AND MEDIASTINUM 


Wenner, H.: On the Treatment of 100 Cases of 
Carcinoma of the @sophagus (Zur Therapie des 
Oesophaguscarcinoms. Bericht ueber 100 Faelle 
von Oesophaguscarcinom). 1932: Bonn, Dissertation. 


In 30,000 cases of carcinoma, the incidence of car- 
cinoma of the cesophagus was 3.5 per cent. Cases of 
oesophageal cancer constituted 64 per cent of all 
cases of disease of the oesophagus. Over go per cent 
of the patients with carcinoma of the csophagus 
were males. Metastases of carcinoma of the cesopha- 
gus occurred late and then only in from 60 to 75 per 
cent of the cases. 

Carcinoma of the cesophagus develops usually at 
the points of anatomical narrowing of the cesopha- 
gus. In over one-half of the cases it occurs in the 
middle third. In nearly one-half of the cases it occurs 
between the ages of fifty and sixty years. Patients 
usually come for treatment late, the initial slight 
difficulties in swallowing being disregarded. ‘Today 
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the diagnosis is made with the aid of the roentgen 
ray and the cesophagoscope. Biopsy is apparently 
not harmless. 

Surgical removal of the carcinoma is successful in 
very few cases. In the 100 cases reviewed by the 
author, extirpation of the neoplasm was attempted 
only once. Except for the purely palliative forma- 
tion of a gastric fistula, the treatment now preferred 
is irradiation with the roentgen rays or radium or 
both. In the radium treatment, a carrier containing 
from 50 to 100 mgm. of radium element is applied to 
the carcinoma by sound or cesophagoscope or by 
means of thread through a gastric fistula. The car- 
rier is a brass or platinum capsule. This method of 
treatment is not without danger as it may cause per- 
foration or hemorrhage. Roentgen treatment may 
be given over a large anterior field or several smaller 
fields. According to the Bonn clinic, the best results 
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are obtained by a combination of roentgei and 
radium irradiation. 

Of 36 patients treated with the roentgen rays 
alone, only a man fifty-six years old was stil! alive 
two years after the last irradiation. Of 2 potients 
treated with radium alone, one died afier four 
months and the other was in good conditio when 
re-examined two months after the last trestment. 
Nineteen patients were treated with both roentgen 
and radium irradiation. Three who were so | ;eated 
after the formation of a gastric fistula dic! from 
seven to eleven months after the diagnosis wii- made. 
Of the 16 treated without the formation of | sustric 
fistula, 11 died and 5 were alive from four tv <ixteen 
months after the diagnosis was establishe'. hree 
of the latter are now suffering from diliii ity in 
swallowing, whereas 2 feel well (1 sixteen months 
after the diagnosis was made). SALzer (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Pytel, A.: Gastro-Intestinal Hemorrhages After 
Operations for Non-Strangulated Inguinal 
Hernia (Ueber Magendarmblutungen nach Opera- 
tionen nicht eingeklemmter Leistenbrueche). 
chirug. Scand., 1932, 1xx, 93. 


Pytel reports the case of a man twenty years of 
age who had an intestinal hemorrhage which began 
forty-eight hours after a radical operation for a 
non-strangulated bilateral inguinal hernia and con- 
tinued for five days. The hernial sac was found 
empty, and no manipulation of the organs of the 
abdominal cavity was done. The patient recovered. 

The conclusions drawn by the author are as 
follows: 

1. After extra-abdominal operations and after 
herniotomy for non-strangulated inguinal hernia 
in which there was no trauma to the organs of the 
abdominal cavity gastro-intestinal hemorrhage is 
extremely rare. 

2. The most important factors in this hemorrhage 
are retrograde embolism of the intestinal blood ves- 
sels and the toxi-infectious process. 

3. The prognosis is usually unfavorable, the aver- 
age mortality being 65 per cent. 

4. The complication is best treated conserva- 
tively. 


Devine, H. B.: The Surgery of Encapsulating 
Chronic Peritonitis. Brit. J. Surg., 1932, xx, 204. 


Devine reports a case of encapsulating chronic 
peritonitis which occurred in his earlier practice and 
a case seen more recently. In the second case all of 
the loops of bowel were bound together by a very 
tough glistening membrane so that it was impossible 
to shortcircuit around the obstruction. The mem- 
brane was dissected off carefully but with difficulty. 
About three months later more adhesions formed. 
lreatment by roentgen irradiation resulted in dis- 
appearance of the abdominal tumor. 

In discussing the etiology the author assumes that 
the condition is the same as that called by the 
Germans ‘‘Zuckergussdarm” (sugar-icing intestine). 
several stages are noted. In the early stage the 
patient may have slight attacks of colicky peri- 
umbilical abdominal pain. These may be associated 
with loss of energy, loss of appetite, a tendency to 
'aint, and attacks of sweating. Macroscopic exami- 
tation shows white, membranous, cartilaginous 
plaques irregularly distributed on the small intes- 
ne. These tend to contract and thereby interfere 
vith peristaltic movement. ‘The membrane is strik- 
‘ngly limited to the stomach, small intestine, and 
ver. In the middle stage of the condition multiple 
‘ntestinal stenoses and multiple tumor formations 
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may occur. The tumor formations are apt to be 
mistaken for true tumors. Macroscopic examination 
reveals a tough, opaque membranous shell from 2 
to 5 mm. thick which is intimately attached to the 
parietal peritoneum. A number of causes have been 
suggested for the condition. It is thought to be due 
to syphilis and tuberculosis. 

In cases with intestinal obstruction the treatment 
consists of operative interference and removal of as 
much of the membrane as possible. When obstruc- 
tion is not present, roentgen-ray irradiation should 
be given. ALTON OcusNer, M.D. 


GASTRO-INTESTINAL TRACT 


Klose, H., and Bernstein, A.: Pyloric Hypertrophy 
in the Adult Considered as a Clinical Entity 
(Die Pylorushypertrophie des [Erwachsenen als 
selbstaendiges Krankheitsbild). Wed. Welt, 1932, 
Pp. 440. 


Reports in the literature demonstrate the occur- 
rence of a benign pyloric stenosis caused by hyper- 
trophy of the muscularis which may present a picture 
closely resembling that of ulcer with or without sten- 
osis. The hypertrophy is followed by spasms. The 
roentgenogram, which shows narrowing of the pyloric 
canal to the diameter of a lead pencil, may suggest 
carcinoma, but as a rule the regularity of the stenosis, 
which is usually several centimeters long, permits a 
differential diagnosis from cancer. 

Four cases are reported briefly. The patients were 
over forty years of age and for several years had 
suffered from gastric disturbances with signs of 
stenosis. The roentgen examination disclosed more 
or less marked stenosis of the gastric outlet. Opera- 
tion revealed a tumor-like thickening of the pylorus 
which on microscopic examination was found to be 
merely hypertrophied muscle. As the differential 
diagnosis from carcinoma cannot always be made 
with certainty, an exploratory laparotomy should be 
advised in doubtful cases. The surgical treatment 
of choice is resection. Huco Puut (Z). 


Konjetzny, G. E.: Pyloric Hypertrophy in the 
Adult Considered as a Clinical Entity (Dic 
Pylorushypertrophie des Erwachsenen als_ selb- 
staendiges Krankheitsbild). Med. Welt, 1932, p. 728. 


In referring to the reports of Klose and Bernstein, 
Konjetzny reviews the disease conditions which 
belong to the classification of benign hypertrophy 
of the pylorus in adults. The first to be considered 
is the benign hypertrophy of Cruveilhier which has 
been discussed in the literature under numerous 
names, the best known of which are “‘linitis plastica” 
and “hypertrophic gastric sclerosis.” The essential 
features of this condition are the diffuse sclerosis of 
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the submucosa and hypertrophy of the muscularis 
propria. In Konjetzny’s opinion, the most important 
of the numerous causes suggested are gastritis sim- 
plex and gastritis phlegmonosa. The cases reported 
by Klose and Bernstein were cases of benign hyper- 
trophy of the pylorus involving chiefly the muscu- 
laris propria. In Konjetzny’s opinion they were 
essentially of an inflammatory nature and evidently 
only a variant of the first form. At any rate this 
form cannot be regarded as a disease entity because 
hypertrophy of the musculature of the antrum de- 
velops just as frequently in the presence of, or as a 
result of, gastritis. A distinct form of the disease is 
caused by adenomyomata and circular chronic 
hypertrophy of the mucosa. The first of these is 
very rare. 

Clarification of the pathogenesis is essential for 
treatment. Punt (Z). 


Brohee, G.: Intermittent Painful Volvulus of the 
Stomach (Le volvulus intermittent douloureux de 
Vestomac). Arch. franco-belge de chir., 1931-1932, 
XXXili, 426. 


Although acute volvulus of the stomach has been 
known for a long time, the subacute intermittent 
form has received little recognition. The crises of 
pain and vomiting are generally ascribed to pyloro- 
spasm or biliary tract disease. Only a careful exami- 
nation by a roentgenologist familiar with the condi- 
tion clarifies the diagnosis. 

Volvulus generally occurs in middle-aged persons 
particularly women who are prone to relaxation of 
the abdominal walls, visceroptosis, aérophagia, and 
colonic stasis. Organic disease may or may not be 
present. A neurosis with aérophagia is common. 

The mechanism by which the volvulus is produced 
is variable. Volvulus “par refoulement” results when 
the distended splenic flexure pushes the left border 
of the stomach to the right and posteriorly or an- 
teriorly. By this mechanism the greater curvature 
in the midgastric region is folded over onto the lesser 
curvature. The roentgenogram shows a bilocular 
stomach with stasis in the upper pouch. In like 
fashion the antrum, pylorus, and even the first por- 
tion of the duodenum may be rotated. Occasionally 
the transverse colon carries the greater curvature 
upward to produce a torsion of most of the stomach 
below the fundus. 

A false roentgenographic picture of volvulus is 
produced when the distended transverse colon or 
splenic flexure lies between the midgastric region 
and the anterior abdominal wall. The image is that 
of a bilocular stomach. 

Volvulus is generally preceded by vague digestive 
symptoms, such as eructations and transient epi- 
gastric pain, which are without definite relation to 
eating and may be masked by cholecystitis or ap- 
pendicitis. The occurrence of the volvulus is accom- 
panied by sudden violent pain in the left upper 
quadrant of the abdomen. There is often a certain 
degree of shock. The pain may radiate to the back 
or the iliac region, and girdle pain may be present. 
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Eructations and regurgitations of clear fluid occur, 
but give no relief. 

The physical signs consist of excessive ty mpany 
over the space of Traube, the transverse colon, and 
the splenic flexure and sometimes over the descend- 
ing colon as well. There is little pain on palpation 
and no contracture of the recti. The eructations 
soon cease and nothing is passed by bowel. The 
pulse remains about normal and the genera! condi- 
tion good. 

The duration of an attack varies from a few 
minutes to a couple of days. It ends often «s sud- 
denly as it began. 

Between attacks, a roentgenological examination 
may reveal the source of the trouble, the d«/ormity 
of the stomach persisting in some degree. 

At operation no abnormality of the stomach is 
discovered as a rule unless the volvulus |as been 
maintained by perigastric adhesions. In «ne case, 


however, a groove in the stomach wall indicated the 
axis of torsion. Nothing is known of lesions of the 
mucosa. 

The diagnosis of volvulus is based upon the follow- 


ing characteristics: sudden onset and su‘den re- 
covery in a neurotic patient with enteroptosis, pre- 
dominance of the pain in the left upper «uadrant 
with a girdle sensation, resistance of the pain to 
sedatives, slight alteration of the general condition, 
an approximately normal pulse and temperature, 
distention of the left upper quadrant oi the ab- 
domen, difficult and only slightly productive vomit- 
ing, and absence of physical signs such as muscular 
rigidity, pain on palpation, distention, intestinal 
sounds, and visible peristalsis. 

The treatment in a given case may be medical or 
surgical or both. During an attack, sedatives, high 
enemas, and the knee-chest position give uick relief. 
Between attacks the predisposing conditions should 
be dealt with and concomitant disease investigated. 

The treatment of the anatomical faults consists of 
shortening the lesser omentum and various * pexies 
of the stomach and the splenic flexure. \1iy surgical 
measure should be accompanied by a cuinplete ex- 
ploration of the abdominal cavity. ; 

The article is concluded by a detailed ‘alysis of 
nine case histories. Acpert F, De M.D. 


Valdoni, P.: Observations on Postoperatise Gastro- 
jejunal Ulcer (Alcune considerazion! <ull'ulcera 
peptica digiunale postoperatoria). Rome, 
1932, Xxxix, sez. chir., 444. 


The number of cases of postoperative gastro- 
jejunal ulcer seen in the clinic of Alessan:! nereased 
from 7 in 1922 to 14 in 1925 to the 52 © viewed in 
this article. A similar progressive incres se has been 
reported from other clinics. In 1926, 

in W 


reported 20 cases, and in 1930, 121 Car 
he had performed a resection. ; 

Of the 52 cases reviewed in this arts. the pri- 
mary lesion was a duodenal ulcer in 504) & gastric 
ulcer in 2. In 37 cases the primary operstion Was 


a posterior gastro-enterostomy, In 4, «" anterio 
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gastro-enterostomy ; in 8, a posterior gastro-enter- 
ostomy with pyloric exclusion; in 2, a Billroth I 
resection; and in r a Billroth II resection. In 21 
cases occult blood was found in the stools. The 
degree of haemorrhage was proportional to the pene- 
tration of the ulcer into the mesocolon or mesentery. 

Most of the postoperative gastrojejunal ulcers 
occurred in cases of duodenal ulceration with 
marked hyperacidity. The postoperative lesion was 
localized in the stoma and extended toward the 
efferent loop. Only rarely was the afferent loop 
involved. Postoperative ulcers developed most fre- 
quently after anterior gastro-enterostomy with 
pyloric exclusion. 

The clinical diagnosis should not be difficult when 
there is a history of surgery for gastroduodenal 
ulceration followed by inadequate postoperative 
relief and recurrence of the typical postcibal pain 
localized to the region of the stoma, usually slightly 
to the left of the umbilicus. Melzna may be con- 
sidered confirmatory evidence of postoperative gas- 
trojejunal ulceration. The roentgenographic findings 
may suggest closure of the operative stoma, but this 
is usually due to spasm, oedema, and inflammation 
caused by the recurring lesion. 

In the treatment of these postoperative gastro- 
jejunal lesions palliative conservative surgery was 
consistently ineffective in establishing a cure. In all 
of the 5 cases in which the intervention consisted of 
a Braun anastomosis, another recurrence necessi- 
tated a third operation. Of 6 cases in which the 
gastro-enterostomy was undone, death occurred 
from low duodenal stenosis and from subsequent 
perforation of the duodenal ulcer in 1 case each. In 
another case in this group a third operation was 
necessitated by secondary duodenal stenosis, and in 
a fourth case a second gastro-enterostomy was fol- 
lowed by new gastrojejunal ulceration which neces- 
sitated radical intervention. In the 2 other cases 
the patients still have subjective complaints from 
their original lesion. Similar unsatisfactory results 
were obtained with other types of palliative surgical 
intervention such as the performance of a second 
gastro-enterostomy when it was decided that the 
lirst one was closed, and the performance of a Roux 
X anastomosis for the gastrojejunal lesion. 

The experience in these cases confirms the opinion 
that the best ultimate results are obtained by 
radical resection plus gastro-enterostomy preferably 
of the Reichel-Polya terminolateral type. 

SAMUEL J. FocEtson, M.D. 


Newcomb, W. D.: The Relationship Between Peptic 
Ulceration and Gastric Carcinoma. Brit. J. 
Surg., 1932, XX, 279. 

In the period from 1880 to 1890 Hauser and Zenker 
popularized the view that cancer may be frequently 
‘uperimposed on gastric ulcer. In 1898, Duplant 
concluded that the grafting of carcinoma on ulcer is 
impossible. In rot2, Stromeyer, and in 1924, Mos- 
‘owitz of the Aschoff school expressed the opinion 
that ulceration of primary carcinoma is more com- 
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mon than cancerization of ulcer. Similar views have 
been expressed also by others. 

The chief exponents of the theory that most gas- 
tric carcinomata arise in pre-existing ulcer have been 
the surgeons and pathologists of the Mayo Clinic. 
Beginning with a report by W. J. Mayo in 1907, a 
long series of articles have been published by Mc- 
Carthy, Broders, Wilson, and others expressing the 
view that from 50 to 70 per cent of gastric cancers 
arise in ulcers. 

The material on which the author’s investigation 
was based consisted of all of the portions of stomach 
from surgical operations which were received in the 
Department of Pathology, St. Mary’s Hospital, 
London, in the period from January, 1920, to April, 
1931, inclusive. 

To determine the relationship of peptic ulcer and 
gastric carcinoma it is necessary first to consider the 
morbid anatomy and histology of these lesions. This 
is complicated by the variation in the appearance 
of ulcer as the so-called chronic ulcer arises from an 
acute ulcer in which healing has been delayed and 
represents the balance at any time between succes- 
sive attacks of acute digestion alternating with 
periods of healing. 

The size, number, shape, and margins of the ulcer 
are not of much assistance in the solution of the 
problem. Of the chronic ulcers reviewed, the mus- 
cular coat was destroyed in all but 5. In the active 
phase the muscular fibers may stop abruptly at the 
edges of the ulcer, but more frequently are separated 
by oedema, granulation tissue, or fibrosis spreading 
between the fibers. As the healing process progresses 
the overhanging muscularis mucose and the spread- 
out fibers of the muscularis become approximated 
and eventually fuse. This close approximation of 
the muscularis and muscularis mucose was present 
in some part of all but 2 of the ulcers studied. 

Healing begins with separation of the slough 
formed by the necrotic tissue and fibrin. Epithelium 
grows in over the surface of the granulation tissue 
base as a single layer of cubical or flattened cells 
which proliferate and send small downgrowths of 
epithelial (mucosal) cells into the granulation tissue. 
Simultaneously, the latter pushes up small papillary 
processes. If, at the same time, the newly formed 
fibrous tissue on which the epithelium is resting con 
tracts, it will draw down actively growing epi- 
thelium into the deeper tissues. Asa result, atypical 
regenerating epithelium at the edge of ulcers is fre- 
quently misplaced and may be situated deep in the 
submucosa or even in the muscularis. This is a fre- 
quent finding in healing ulcers. Of 161 ulcers studied, 
it was noted in 44. The heterotopic active growth of 
epithelial cells is not carcinoma, but the result of the 
healing process of ulcer. 

For the purposes of the study herewith reported 
the ulcerated infiltrating carcinomata were of the 
most importance as these are the lesions often 
thought to arise in peptic ulcer. Thirty-three were 
studied. The crater may extend to any depth or 
even penetrate the stomach wall. It varies in size 
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from 1.5 to 4.2 cm. Examination with a hand lens 
or of a section will usually show the carcinoma at the 
base of an ulcer spreading centrifugally in all di- 
rections, especially into the loose connective tissue 
of the submucosal layer, separating the muscularis 

mucosz from the muscularis. Typically, the growth 

can be seen invading the muscularis, running be- 

tween the muscle fibers but not destroying them 

completely. If the growth has been present for some 

time the muscle may be completely destroyed in the 

center, but as a rule a few muscle fibers can be seen. 

The finer histological structure of carcinoma does 
not affect the author’s argument as occasionally the 

cells may be so few and arranged in such small 

groups that their epithelial nature may be difficult 

to determine. 

The diagnosis of malignancy of a tumor in the 
stomach is no different from the diagnosis of the 
malignancy of tumors in other organs. The best 
evidence is the presence of metastatic growth in 
glands or elsewhere. This is definite proof of malig- 
nancy, but as in most cases it will not have occurred 
it is not of much practical value and the diagnosis 
must depend on the more debatable characteristics 
such as variation in appearance and arrangement of 
individual cells and local infiltration. There may be 
an atypical arrangement of acini; variations in the 
size and shape of the cells, especially the formation of 
polygonal or polyhedral instead of cubical or colum- 
nar cells; and variations in the nuclei, including 
central position and hyperchromatism. However, 
any of these changes may be present in rapidly re- 
generating epithelium of ulcer. Infiltration of other 
tissues by epithelium is usually accepted as an indi- 
cation of malignancy, but the diagnostician must be 
certain that the epithelium is growing into the tissue 
and not merely misplaced as the result of a congenital 
defect or irregular healing. Heterotopic epithelium 
is not carcinoma. 

It is usually arranged in definite tubes or acini, 
and the cells are regular with basal nuclei. Some of 
the high figures given for the proportion of cancer 
arising in ulcer are probably due to the mistaking of 
this heterotopic epithelium for cancer. Such epi- 
thelium was present in 44 (28 per cent) of 161 ulcers 
studied. If it had been taken for evidence of car- 
cinoma, the number of ulcer-carcinomata would have 
been 50 instead of 6, the incidence of ulcer-carcinoma 
would have been 55.5 per cent instead of 13 per cent, 
and the incidence of malignant degeneration in 
ulcers would have been 31 per cent instead of 3.75 
per cent. 

In conclusion the author says that for the histo- 
logical diagnosis of ulcer-cancer there must be 
definite evidence of both carcinoma and pre-existing 
ulcer. The only definite evidence of the latter not 
occasionally given by primary carcinoma is fusion 
of the muscularis mucose and the muscularis at the 
edge of the ulcer. It is suggested that the presence 
of this criterion is as valuable as the demonstration 
of tubercle bacilli in the diagnosis of tuberculosis. 

SAMUEL J. FocEetson, M.D. 


Miura, Y.: An Experimental Study on the Patho- 
genesis of Ileus. The Site of the Toxin Forma- 
tion in High Intestinal Obstruction ([xjeri- 
mentelle Untersuchung zur Pathogenese von [\eus, 
Bildungsstelle von Gift beim hochsitzenden Darm- 
verschluss). Keijo J. Med., 1932, iii, 109. 


In the experiments reported in this article, which 
were carried out on normal dogs, the author found 
that the greatest amount of toxic substances ex- 
tractable by physiological salt solution is contained 
in the mucous membrane of the duodenum. The 
next largest amount is contained in the mucous mem- 
brane of the remainder of the small intestine, and the 
smallest amount in the mucous membrane oi the 
colon. In a dog with high obstruction a large increase 
of the toxic agent was demonstrable in the intestinal 
loop that lay below the site of the obstruction | espe- 
cially in the ileum and large intestine), wheres such 
an increase was not demonstrable in the mucous 
membrane of the duodenum above the site of the 
obstruction. 

The author found also that in the early stage of 
intestinal obstruction the mesenteric venous blood 
of the different parts of the intestine is uniformly 
toxic, but in the course of time the toxicity of the 
blood in the mesenteric veins which collect the blood 
from the intestinal loop lying below the site of ob- 
struction is greatly increased. 

He was able to show also that as a result of extir- 
pation of the intestinal loop lying below the site of 
obstruction, the life of the dog with high intestinal 
obstruction was lengthened. 

He found that during the high intestinal obstruc- 
tion the contents of the intestines were toxic, but the 
toxicity of the contents of the obstructed loop was 
only very slightly increased. 

On the basis of these findings he concludes that 
the mucous membrane of the intestinal loop lying 
below the site of obstruction must play a very im- 
portant part in the development of the toxin of ileus. 

The nature of the toxic agent in the intestinal 
mucous membrane of the healthy dog and the dog 
with intestinal obstruction was subjected to a very 
thorough investigation. It was shown that the effect 
of this toxic agent was markedly weakened or en- 
tirely destroyed by the addition of bile and serum 
and by heating. However, on closer observation the 
author noticed that the toxic substances which are 
extractable from the mucous membrane of the intes- 

tinal loop lying below the site of obstruction cannot 
be completely detoxicated in this manner. ‘There- 
fore it is evident that the toxic substances of the 
mucous membrane of the intestinal loop lying below 
the site of obstruction are not identical with the 
toxin found in ordinary extracts of intestinal! mucous 
membrane, and that below the obstruction ‘here are 
formed toxins which are resistant to bile, serum, and 
heat and are not demonstrable or are demonstrable 
in only very small amounts in extracts of (ie intes- 
tinal mucous membrane of the normal dog 

In order to study further the character of the ex- 
tract of the intestinal mucous membrane, especially 
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that obtained from the intestinal loop lying below 
the site of a high intestinal obstruction, the author 
treated macerated intestinal mucous membrane with 
alcohol, ammonium sulphate, and sulphuric acid. 
He was able to show that the mucous membrane ex- 
tract can be divided into two parts, one which is 
soluble in alcohol and one which is not soluble in 
alcohol. In the latter, the toxins correspond in effect 
to the substances precipitated by ammonium sul- 
phate and sulphuric acid. 

Qn intravenous injection of the alcohol-soluble 
and alcohol-insoluble toxins, the blood pressure falls 
in the experimental animal, and when a large dose is 
given the animal dies with the symptoms of shock. 
The alcohol-soluble toxins are thermostable and are 
not detoxicated by the addition of serum and bile, 
whereas the alcohol-insoluble toxin substances are 
thermolabile and lose their effect when serum and 
bile are added. 

In the healthy dog both of the toxic substances are 
most abundant in the mucous membrane of the 
duodenum, next most abundant in that of the re- 
mainder of the small intestine, and least abundant 
in that of the large intestine. In the dog with ileus 
there is a large increase of both toxins in the mucous 
membrane of the intestinal loop below the site of the 
obstruction. 

The. alcohol-soluble toxins may be further sub- 
divided into ether-soluble and ether-insoluble toxins. 
The effect of both is exactly similar to that of the 
alcohol-soluble toxins. 

The author assumes that the ileus toxin is the 
alcohol-soluble substance which markedly increases 
inthe mucous membrane of the intestinal loop below 
the site of high intestinal obstruction and cannot be 
entirely detoxicated by serum. The alcohol-insolu- 
ble non-dialyzable toxins which are detoxicated by 
serum and bile, he regards as of secondary impor- 
tance. 

He concludes that the contents of the obstructed 
intestinal loop in high intestinal obstruction are a 
factor in the development of ileus toxins, as is 
claimed by the numerous supporters of the intoxica- 
tion theory, but that a more important réle is played 
by the mucous membrane of the intestinal loop 
which lies below the site of the obstruction, espe- 
cially the mucous membrane of the ileum and large 
Intestine, Louris NEuwELT, M.D. 


Chifflet, A.: An Anatomicosurgical Study of the 
Duodenojejunal Angle (Estudio anatomoquirtigico 
del Angulo duodenoyeyunal). An. Fac. de med., 
Univ. de Montevideo, 1932, xvii, 382. 

From his study of the duodenojejunal angle, 

Chifflet concludes that the name “‘duodenojejunal 

lossa” should be restricted to the fossa having con- 

‘tant relations with the duodenum and jejunum, 

and that Jonnesco’s duodenojejunal fossa should be 

called the “jejunomesocolic fossa” or, better, the 
duodenojejunomesocolic fossa.” 
Lowering of the duodenojejunal angle requires: 

‘) detachment from left to right of the fourth por- 
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tion of the duodenum by Clairmont’s maneuver, 
(2) incision of the peritoneum to the right of the 
duodenojejunal angle by detachment of the right 
surface of this angle, and (3) rupture of the inter- 
vening flap by separation with the finger and section 
of the muscle of Treitz. 

Detachment of the mesentery from the first loop 
of the jejunum touching the fourth portion of the 
duodenum should be made with great care as the 
primary jejunal artery is very close to the viscus. 
However, the general disposition of the blood vessels 
in the vicinity does not offer any obstacle to the 
lowering of the duodenojejunal angle. 

While in some cases the fourth portion of the 
duodenum and the duodenojejunal angle are sup- 
plied by arteries with numerous anastomoses, in 
other cases they are supplied by terminal branches 
which necessitate great care in partial resections. 
As the dissection of these terminal branches is very 
laborious and cannot be carried out in the living 
subject, the author believes it best to make resec- 
tions sufficiently ample to exceed the limits of the 
two types of circulation as it is always possible to 
find an arrangement without anastomoses. 

ELLA M. SALMONSEN. 


Lefort, A.: Diverticulum of the Third Portion of 
the Duodenum; Resection, Recovery (Diver- 
ticule de la troisigme portion du duodénum; résec- 
tion de ce diverticule, guérison). Bull. ef mém. Soc. 
d. chirurgiens de Par., 1932, Xxiv, 287. 


Diverticula of the duodenum are quite rare. At 
the most, only about too cases can be found reported 
in the literature. In the first cases to be recorded, 
the diagnosis was not made before autopsy, but 
since the introduction of roentgenography it is pos- 
sible during life. The diverticula may be present for 
a long time and occasionally may disappear spon- 
taneously. They are generally believed to be most 
common in women over forty-five years of age, but 
some surgeons have found them with equal fre- 
quency in men. 

According to 1 of the 2 chief theories as to their 
etiology, they are congenital. According to the 
other, they are acquired. Lefort, in agreement with 
Quénu and Lecéne, believes that they are due to a 
mechanical factor associated with a site of lessened 
resistance in the duodenal circuit. When, for exam- 
ple, the latier is obstructed by the mesenteric cord, 
a hernia may develop progressively in the involved 
area. This theory seems to be favored by the dilata- 
tion of the second portion of the duodenum. The 
weak point in the duodenal wall may be created by 
the passage of a blood vessel through the muscular 
tunic or by the passage of the common duct through 
the duodenal wall. The diverticula formed at such 
points are pulsion diverticula. Diverticula may 
form also from a wrinkling of the duodenal wall in 
the vicinity of ulcers during the process of cicatriza- 
tion. These are traction diverticula. 

In support of the theory that diverticula of the 
duodenum are of congenital origin, Marie has de- 
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scribed their formation on the basis of embryology. 
He states that the duodenum is the part of the in- 
testine with the greatest tendency to form buds 

which constitute the point of departure for the for- 

mation of organs (biliary tract, liver, pancreatic 

tract, and pancreas). He believes it possible that in 

the formation of these glands the duodenum under- 

goes invaginations which remain without function 

and persist as diverticula in adult life. 

The diverticula are found most commonly in the 
second portion of the duodenum, as a rule in the 
perivaterian region. They are usually single, but 
several cases of multiple diverticula have been 
reported. They vary greatly in size from that of a 
mandarin orange to that of a hempseed. 

Grégoire has shown that diverticula of the duo- 
denum may occupy 3 different positions in relation 
to the pancreas. These may be described as follows: 

1. The sac lies in front of the pancreas, in the 
peritoneal cavity, and is covered with serosa. 

2. The sac lies back of the pancreas in the retro- 
pancreatic tissue and has no connection with the 
peritoneal cavity. This is a common site which is 
difficult to discover. 

3. The diverticulum may be intrapancreatic. 
This type presents great surgical difficulties. The 
common duct and the duct of Wirsung usually pass 
back of the diverticulum and may be in close con- 
tact with its posterior wall. 

Diverticula of the third portion of the duodenum 
are generally situated in the vicinity of the superior 
mesenteric vessels. Diverticula often co-exist with 
ulcerative lesions of the duodenum. 

Bensaude distinguishes 5 varieties of symptoms 
due to diverticula of the duodenum: 

1. Vague dyspeptic troubles such as distress and 
heaviness after the ingestion of food, with nausea, 
but as a rule no vomiting. 

2. Ulcer symptoms. These occur in 85 per cent of 
the cases. They consist of severe local pain from 
two to three hours after the ingestion of food and 
habitual vomiting followed by relief. 

3. Symptoms of pyloric stenosis with incessant 
vomiting, emaciation and cachexia. 

4. Pancreatic symptoms, including pain in the 
region of the pancreas, slightly discolored stools, dis- 
turbances of the digestion of fat, anorexia, and vomit- 
ing. Inf act, diverticula of the duodenum may cause 
chronic pancreatitis. 

5. Hepatic symptoms with jaundice suggesting 
cholelithiasis. 

When a diverticulum of the duodenum is found on 
roentgen examination the treatment may be either 
medical or surgical according to the severity of the 
symptoms. In cases with mild symptoms relief may 
result from medical treatment consisting in the 
administration of bismuth or kaolin in doses of 10 
gm. morning and night for periods of ten days and 
the use of antispasmodics such as atropin or bella- 
donna. 

If the diverticulum causes much pain, only sur- 
gical treatment will give definite and lasting relief. 


Resection is the operation of choice when it is pcs- 
sible, but if important vessels are included jn the 
diverticulum or adhesions are present, it may be 
dangerous. Invagination is less satisfactory but 
safer. However, cases treated by this method haye 
not been followed up for a sufficiently long period of 
time to permit conclusions as to whether a detinite 
cure is obtained. In some cases a palliative opera- 
tion such as gastro-enterostomy with or without 
exclusion of the pylorus may be indicated. 
Epitu Moore. 


Colt, G. H., and Morrison, M. M. M.: An Analysis 
of the Mortality in Acute Appendicitis with 
Respect to Drainage and the Variety of Opera- 
tion. Brit. J. Surg., 1932, xx, 197. 

This report is based on 1,413 cases of acute appen- 
dicitis treated in the period from rorr to 1029. The 
cases treated in the period from 1923 to 120 were 
admitted to the hospital earlier than those treated 


in the period from ror1r to 1923. The incidence of 
drainage was higher in the more severe cases than in 
the less severe cases. From ro to 20 per cent of the 
cases in which there was free fluid but the appendix 
was not gangrenous were drained after the first 
twenty-four hours; from 20 to 75 per cent of those 
in which the appendix was gangrenous but not per- 
forated were drained after twenty-four hours; and 
from 80 to 100 per cent of those in which the appen- 
dix was gangrenous and perforated were drained. 
As the incidence of drainage was higher in the 


more severe cases, the mortality was highest in the 
drained cases. The mortality according to the 
periods of the disease was as follows: twelve hours, 


0.51 per cent; twenty-four hours, 1.6 per cent; 
thirty-six hours, 2.2 per cent; forty-eight hours, 1.88 
per cent; three days, 6.34 per cent; four davs, 3.05 
per cent; and five days and over, 6.86 per cent. The 
mortality in the entire group was 2.84 percent. 
In the period from 1o11 to 1923, the mortality in 
cases in which the Battle incision was use! wis 4.25 
per cent; in those in which the McBurney incision 
was used, 7.2 per cent; and in those in which a 
paracentral incision was used, 10.92 per cent. How- 
ever, the number of cases in which a paracentral 
incision was used was small. In the period from 
1923 to 1929, the mortality in cases in which the 
Battle incision was used was 0.69 per ceni whereas 


in those in which a paracentral incision \\s used it 
was 6.05 per cent. The authors attribute higher 
mortality following the use of the paracentral inc 
sion to the fact that this incision is associited with 


greater risk of spreading the infection. |! wever. 
they believe that if the appendix is in a mcvian or 
pelvic position a short subumbilical parace! ral inci- 
sion is preferable to the Battle incision. 

ALTON M.D. 


Norment, W. B.: Tumors of the Append's. 51/5» 
Gynec. & Obst., 1932, lv, 599. 

In a study of approximately 45,000 appendion 

carcinoma, myxoma, angioma, and mucocele wer 
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found. The author briefly reviews the literature on 
tumors of the appendix. 

Of the 67 patients with carcinoma, the youngest 
was five and the oldest eighty years of age. The 
author points out that all authorities agree that the 
average age of patients with cancer of the appendix 
is much lower than that of patients with cancer of 
other parts of the gastro-intestinal tract. In a series 
of 78 cases McWilliams found that 60 per cent of 
the patients were below the age of thirty-eight 
years. Sex seems to be an important factor in the 
incidence of this disease as 67 per cent of the sub- 
jects were females. 

There is a recent change in the viewpoint of pa- 
thologists regarding the etiology and origin of cancer 
of the appendix. Outstanding opinions advanced by 
German and French writers are summarized as fol- 
lows: 

1. The tumors represent true carcinoma derived 
from epithelium of the gastro-intestinal mucosa. 

2. They may be considered analogous to basal- 
cell carcinomata of the skin. 

3. They may be malformations belonging to the 
general group of tumors developing from pancreatic 
cysts, such as adenomyoma and accessary pancreas. 

4. They may be derived from chromafiin cells of 
the crypts of Lieberkuehn. 

Ori the basis of studies made with silver nitrate 
stains, the author and Forbus accept the fourth 
theory. 

Inflammation is generally accepted as the fore- 
most exciting cause of cancer of the appendix. Of 
the 67 carcinomata reviewed by the author, 7 were 
associated with subacute inflammation, and the re- 
mainder with chronic inflammation. Partial ob- 
literation of the appendix was found in go per cent 
of the cases. 

In a third of the cases symmetrical dilatation of 
the site of the growth was seen, while in a fifth there 
was irregular dilatation. In the remainder, no al- 
teration in form was noted. In most of the cases the 
appendix was normal in size and color. The majority 
of the specimens showed complete or partial oblitera- 
tion of the lumen, mostly in the distal one-third. 
Ulceration was not seen in any instance. In r1 per 
cent of the specimens the growth had extended 
through the serosa, this being evidenced by an 
orange-colored area over the surface. The tumors 
averaged 8.1 mm. in length and 5.2 mm. in width. 
They were in the distal one-third of the appendix 
!n 92.2 per cent of the cases and involved the whole 
lumen in 7.8 per cent. 

The frequency of cancer of the appendix is gen- 
erally believed to be about 0.4 per cent and the ratio 
of cancer of the appendix to cancer of other parts 
of the intestinal tract 1 3250. 

Histologically, all but 2 of the specimens reviewed 
Were of the small round-cell type. The 2 exceptions 
Were of the columnar-cell variety. Of the specimens 
of the small round-cell type all showed obliteration 


of rs lumen and 40 per cent showed normal mucosa 
eplaced by an equal proportion of glandular nests 
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and connective tissue. In about 30 per cent the 
growth was made up of connective tissue stroma 
with few carcinomatous nests. In the remaining 30 
per cent the lumen was obliterated by nests and 
strands of polygonal cells over a very scant connec- 
tive tissue stroma. 

The majority of the cells were round or oval. 
Those in the nests were closely packed, but the re- 
mainder were in a disorderly and loose arrangement. 
On section, the picture varied from normal glandular 
structures to degeneration, cloudy swelling, and 
vacuolization. The majority of the cancerous nests 
showed degeneration, a fact explaining why there 
were fewer cells with disorderly arrangement in 
some of the groups. 

In go per cent of the cases there was complete 
invasion of the submucosa; in 8o per cent, extension 
of the cells without the groups; in 75 per cent, in- 
vasion of the circular muscle; and in 75 per cent, 
invasion of the longitudinal muscle. 

In the 43,000 appendices, 2 polyps were found. 
One was situated in the middle third of the appen- 
dix in conjunction with a mucocele and the other at 
the base of the appendix. They consisted of mucosa 
and a small amount of submucosa. The glandular 
structures were well preserved. It is probable that 
the mucocele was caused by the polyp. 

Three myxomata were discovered. The cells pro- 
duced a stellate appearance with a tendency toward 
branching cytoplasmic processes. A definite line of 
encapsulation was not noted. 

Venous hemangioma is a rare tumor of the ap- 
pendix. In the appendices studied only 1 was seen. 
Grossly, it appeared as a mottled brownish area 
over the suriace of the organ, and on section it 
resembled a sponge and was reddish in color. Micro- 
scopic examination showed it to consist of a network 
of vessels partly filled with blood. The lining cells 
were large and swollen. The greater part of the 
growth was limited to the muscular layer and serosa. 
No other case of this lesion has been reported in the 
literature. 

Mucocele was found in 36 of the appendices 
studied. Most of the patients were in the fourth or 
fifth decade of life, the period when retrogression 
and obliteration of the appendix takes place. 
Phemister is quoted as expressing the view that 
there is a definite relationship between the develop- 
ment of cysts of the appendix and normal involution 
of the organ. 

Mucoceles as large as a man’s head have been 
reported. Their contents are serous, mucoid, colloid, 
and yellow or gray. Stained sections showed the 
pink stain of pseudomucin rather than the expected 
blue stain of mucin. However, mucoceles are known 
to contain true mucin even when the cells become 
histologically altered. 

The condition most frequently associated with 
tumors of the appendix was cholecystitis, undoubt- 
edly because of the well-known fact that appendi- 
citis is found in a very high percentage of cases of 
gall-bladder disease and duodenal ulcer. Several 
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surgeons have reported the discovery of cancer of 
the appendix in tuberculous patients. The author 
found four cases of cancer with associated latent 
tuberculosis. 

Among the symptoms of tumors of the appendix 
there are few or none that will lead to a correct diag- 
nosis. The symptoms are almost always those of 
chronic appendicitis. A study of the blood and 
gastric contents revealed nothing that would lead 
to the diagnosis of tumor. The author concludes 
that a pre-operative diagnosis is very difficult, if not 
impossible. 

In a careful follow-up of all of the cases reviewed 
no recurrences were reported. 

Morris A. Stocum, M.D 


Andrejev, L.: Causes of Recurrence of Pain After 
Appendectomy (Ueber Ursachen der Schmerzre- 
zidive nach Appendektomien). Nov. chir. Arch., 
1931, Xxiv, 459. 

In the last two and a half years the author has seen 
648 patients who sought treatment for gastro-intes- 
tinal disturbances following appendectomy. Most 
of them were between the ages of twenty and forty 
years and had suffered from abdominal pain for over 
a year. Five hundred and two (76 per cent) com- 
plained of pain of the same type as that which pre- 
ceded the operation. The author discusses only the 
latter. Ten per cent of all of the patients were 
operated upon for acute appendicitis, and 90 per 
cent for chronic inflammation. Most of the recur- 
rences developed after an operation for primarily 
chronic appendicitis without attacks. In evaluating 
the results of operative treatment it is necessary to 
differentiate between chronic recurring and primarily 
chronic types. Without doubt, the former must be 
operated upon immediately. The latter, which often 

‘has only one characteristic in common with appen- 
dicitis—vague pain in the right iliac region—must be 
placed in the pseudo-appendicitis group and should 
never be operated upon until the nature of the dis- 
ease has been determined. In the cases of patients 
suffering from so-called primarily chronic appendi- 
citis a thorough clinical examination should be made 
and operation decided upon only after consultation 
with a specialist (in the cases of women, a gyne- 
cologist). 

It appears definitely proved that the incidence of 
recurrence of pain after appendectomy is greater the 
less the pathologico-anatomical change demon- 
strated at operation. The most frequent cause of 
recurrence of pain is apparently an incorrect or in- 
adequate diagnosis. A decidedly less frequent cause 
is abdominal adhesions. The latter were the cause 
in only 32 (7 per cent) of the 502 cases cited. 

The indications for re-operation after appendec- 
tomy must be established with special care. Re- 
operation is indicated only for adhesions causing 
symptoms of ileus or for other definitely determined 
diseases requiring surgical intervention, such as 
cholecystitis, gastric or duodenal ulcer, and renal 
stone. G. Atrpov (Z). 


Goyena, J. R., Bianchi, A. E., and Caeiro, J. 4.: 
Syphiloma of the Transverse Colon 
colon transverso). Arch. argent. de enferm. d. 1 pay 
digest., 1932, vii, 829. ite 

Syphilis of the intestines in general and «! the 
colon in particular is quite rare, but the authors be- 
lieve that it is often not diagnosed. Of 810 cases of 
various diseases of the colon which were found j:; the 


records of 11,431 patients admitted to the ayi{ hors’ 
clinic, 51 were cases of non-syphilitic affections jn 
syphilitics, 1 was a case of tumor of doubtful nature 
in the colon of a syphilitic, 1 a case of gummuatous 
stenosis of the rectum, 1 a case of haemorrhagic 


syphilis of the colon and rectum, and 3 were ¢:\<es of 
syphilitic tumors of the transverse colon. 
The 3 cases of syphilitic tumor of the transverse 


colon are reported in detail and the histologic! find- 
ings are described and shown by photomicrographs, 
The clinical symptoms of such tumors are not char- 
acteristic of syphilitic disease of the colon, and the 
differentiation from malignant tumor and {ubercu- 
losis must be made by histological examination The 
cases reported showed intense proliferation of the 
reticular connective tissue cells of the interstitial tis- 
sue, especially those at the periphery and around the 


blood vessels; many lymphocytes and plasma cells; 
a few granulocytes which were most numerous at 
the center of the infiltrated areas; infiltrative lesions 
of the arterioles (gummatous panarteritis); and a 
few giant cells scattered irregularly through the in- 
filtration. In the oldest parts of the tumor {ibrous 
connective tissue predominated over the inii!trative 
cells and had given rise to the hard, white, thickened 
tumor mass. The infiltrative foci are generally mul- 
tiple and follow the lymphatic capillaries. This 
explains the annular form of the tumors and their 
intense cicatricial retraction. Some cases present 
gummatous nodules and diffuse infiltration of the 
adipose tissue. 

Syphilomata of the colon should be resected, as 
the changes which have been brought about are too 
great to be overcome by specific treatment aii there 
is always danger of occlusion of the intestine. Ma- 
croscopically it is impossible to differentiaic them 
from malignant tumors or tuberculosis. 

The authors recommend resection and en: -to-end 
anastomosis with a triple invaginating suture re- 
inforced with a covering of omentum. 

Aubrey Goss Moros, M.D. 


Binkley, G. E.: Colostomy, Radiation herapy, 
and Perineal Resection for Cancer of the Rec- 
tum. J. Am. M. Ass., 1932, xcix, 1502. 


The author discusses the treatment of cancer of 
the rectum by irradiation combined with colostomy 
and perineal resection and reports the res /ts ob- 
tained in forty-two cases over a period of i've years. 
The cases selected for this form of therapy were 
those suited for the perineal type of operation. 
Tumors of the lower part of the rectal and nal wall 
respond well. Carcinomata of the upper portion of 
the rectum and of the rectosigmoidal junc iure are 
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usually treated more efficiently by other techniques. 
Clinical cures cannot be expected if the disease has 
spreai beyond the reflection of the pelvic peri- 
toneum, but extensive local infiltration can often be 
cared for adequately. 

The sequence of the different procedures may 
yarv, but in the majority of the cases reviewed it 
was as follows: (1) external irradiation, (2) colos- 
tomy, (3) interstitial irradiation, and (4) resection. 

A {ull erythema unit of external irradiation was 
usually administered over the six portals of entry 
around the circumference of the pelvis and directed 
at the tumor mass. After this treatment the symp- 
toms were reduced, many of the patients gained 
strength and weight, the tumor mass and areas of 
ulceration decreased in size, and the degree of in- 
fection was lessened. 

In some of the cases radium appeared to cause a 
more striking clinical effect. External application of 
radium was administered at a distance of 15 cm. 
from the skin by means of a 4-gm. radium-element 
pack. This treatment extended over a period of 
about two weeks and was given daily or on alternate 
days. 

From one to six weeks after the completion of the 
external applications the patients were admitted for 
colostomy. Colostomy may precede radiation 
therapy if there are obstructive symptoms. A double 
barrelled type of colostomy was done through a left 
mid-rectus incision halfway between the umbilicus 
and symphysis. The abdominal wound was closed 
in layers with a sufficient opening to admit the index 
finger in addition to the loop of sigmoid. 

The interstitial application of radon seeds was 
carried out from seven to ten days after the colos- 
tomy. Gold-filtered seeds of 2 or 3 mc. were used 
until from 5,000 to 10,000 mc.-hrs. were assured. 
The seeds were implanted with the aid of long trocar 
needles. Their distribution was determined by the 
aid of direct vision through an electrically lighted 
speculum or was guided by the sense of touch with 
the index finger in the rectum. 

The last step of the combined treatment consisted 
of surgical resection, which was usually carried out 
from seven to fourteen days after the interstitial 
treatment. The surgical difficulties were not in- 
creased by pre-operative therapy if no more than 
two weeks elapsed between the procedures. Prac- 
tically all of the operations should be radical, in- 
cluding the removal of the anal canal and rectum 
and wide excision of adjacent tissues and occasionally 
of the coccyx. In cases in which the surgeon be- 
lieves that not all of the malignant tissue has been 
removed postoperative irradiation may be given. 
Gold seeds may be implanted at the time of the 
Operation. 

The operative mortality in the forty-two cases 
teviewed by the author was 4.8 per cent. In twenty- 
seven cases there was gross extension of the cancer 
beyond the rectal wall. Of sixteen cases treated 
Previous to 1925, a five-year clinical cure was ob- 
tained in 56 per cent. Of the twenty-six patients 
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who were treated within the last five years, sixteen 
are alive and well. Of the ten who died, three died 
from intercurrent disease. 

RoBertT ZOLLINGER, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Catalano, O., Conti, F., Francaviglia, A., Fenicia, 
M., and Lombardi, E.: Researches on Thoro- 
trast (Ricerche sul thorotrast). Rassegna iniernas. 
di clin. e lerap., 1932, xiii, 946. 

Catalano states that thorotrast causes no im- 
mediate or permanent injury to the organism. He 
studied the changes in the walls and valves of the 
veins into which it was injected by taking roent- 
genograms during the injection. The liver and 
spleen were rendered opaque with only one-half of 
the suggested dose; in fact, the images of those 
organs were more distinct when the smaller dose was 
used. The opacity to the X-rays increased at first 
and persisted throughout the period of the author’s 
observations, which was longer than a year. 

The salts of thorium are deposited in the cells of 
the reticulo-endothelial system. ‘Therefore when 
these cells are destroyed there is a defect in the 
shadow cast by the X-rays. The changes in the form 
and opacity of the liver and spleen permit the diag- 
nosis of cysts, tumors, and infarcts. In diffuse dis- 
eases of the liver, such as cirrhosis and Banti’s dis- 
ease, there is an irregularity of the structure of the 
organ. Cirrhosis shows, in addition to these struc- 
tural changes, zones of increased density which are 
interpreted as regenerating or hyperfunctioning 
hepatic tissue. 

Francaviglia studied the changes in the blood 
nitrogen after the clinically and experimental injec- 
tion of thorotrast. He found that as a rule there are 
only slight variations in the blood urea and residual 
nitrogen which may fall within the normal limits. 

Fenicia studied the variations in the blood sugar 
in the dog and in man after the injection of thoro- 
trast. He concludes that there is no damage to the 
sugar-regulating system, but he noted a tendency 
toward flattening of the glycamic curve. 

Lombardi studied the reaction of hamolysins and 
agglutinins in rabbits in which the reticulo-endo- 
thelial system was blocked with thorotrast. He 
noted a diminution in the production of hemolysins, 
but no change in the titer of agglutinins. 

Peter A. Rost, M.D. 


Collins, A.N.: Abscess of the Liver. Minnesola Med., 
1932, XV, 756. 

The author reports fifty cases in which liver ab- 
scesses were found at autopsy. There was a history 
of pain in the upper part of the abdomen, in either 
the epigastrium or the liver area, in 73 per cent; 
of chills in 46 per cent; of sweating in 24 per cent; 
of vomiting in 48 per cent; and of tenderness in 
the upper part of the abdomen in 63 per cent. 
Autopsy disclosed abscesses in both lobes of the 
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liver in 62 per cent. In 50 per cent there had been 
a pre-existing liver or gall-bladder disease. In 
eleven cases the abscesses were associated with 
definite disease of the appendix, and in eighteen 
with duodenal or gastric disease. 

While the symptoms were not very diagnostic, 
the author concludes that pain in the upper part 
of the abdomen associated with irregular fever, and 
perhaps with chills and jaundice, is very suggestive 
if it occurs in a patient with a history of abdominal 
infection and a large tender liver. He disapproves 
of blind puncture made in an effort to find the 
abscess and urges that all aspirations be done in 
the operating room. He emphasizes that early 
drainage of the abscesses is desirable. 

Louts P. GAMBEE, M.D. 


Venable, C. S.: Rupture of the Pancreas. Surg., 
Gynec. & Obst., 1932, lv, 652. 


Rupture of the pancreas is rare as compared with 
the rupture of other solid abdominal viscera. The 
literature and textbooks give little information on 
the subject. The author urges that more considera- 
tion be given to the diagnosis of pancreatic injury 
following abdominal trauma. 

The symptoms vary in the different degrees or 
types of complete and incomplete rupture of the 
gland and depend to a considerable extent on 
whether bleeding occurs immediately or after a 
period of apparent recovery from the initial severe 
symptoms. Early recognition and prompt inter- 
vention are necessary to reduce the mortality. 

The author briefly reviews the anatomy and 
physiology of the pancreas. The danger that tryp- 
sinogen may be activated by being changed into 
trypsin by the bile or duodenal contents is pointed 
out. This explains the important rdle of diet in the 
treatment of pancreatic injury. It is this chemical 
change that produces the frequently noted delayed 
or secondary hemorrhage. 

Anatomically, the pancreas is better protected 
against injury than any other viscus. Venable be- 
lieves that it is torn by contrecoup rather than by 
being crushed against a vertebral body. 

A rupture occurring within the peritoneal cover- 
ing of the pancreas is called incomplete. When the 
so-called capsule is torn the rupture is called com- 
plete. Either type of rupture may or may not be 
associated with concurrent or delayed hemorrhage. 
Unless the obvious signs of intra-abdominal hemor- 
rhage are present, it is impossible at the time of the 
injury to tell if the lesion is complete or incomplete. 

The symptoms of pancreatic injury resemble those 
caused by a blow in the solar plexus. Intense pain 
in the epigastrium and collapse are accompanied by 
pallor, dyspnoea, cyanosis about the lips, a cold 
sweat, a rapid pulse, and a drop in the blood pres- 
sure. It is well to remember, however, that there 
are records of many cases in which the pain and 
collapse were not pronounced and the initial injury 
was considered trivial. The upper abdomen is rigid 
and the diaphragm is splinted, especially on the left 
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side. The splinting of the diaphragm continues after 
the abdominal muscles relax. Vomiting occurs if there 
are gastric contents. As the collapse subsides, the 
abdomen softens, the pulse returns to normal, and 
the respiration becomes less embarrassed alt hough 
the diaphragm remains somewhat splinted. .\i this 
stage, unless there is hemorrhage, it may be divjicult 
to differentiate the condition from simple solar 
plexus trauma. However, if symptoms of severe 
injury persist, a pancreatic rupture should be sus- 
pected. 

The diagnosis becomes clarified by the character- 
istic course of events that soon follow. Spxsm of 
the upper recti, localized tenderness which |: most 
marked on the left side, and pain in the epigastrium 
or back, which may be intense, intermittent, or con- 
stant, indicate pancreatic rupture. The pain sug- 
gests an incomplete rupture and is due to tension 
within the capsule. When the latter gives way, the 
tension is relieved and the pain subsides. efore 
the formation of a pseudopancreatic cyst there is a 
period of well-being. 

The patient may be ambulatory, bu. walks 
stooped over, holding his hands over the upper 
abdomen. Especially when he is in the prone posi- 
tion he will vomit food and water. The vomiting 
occurs because the lesser peritoneal cavity contains 
a collection of fluid due to early closure of the 
foramen of Winslow. The fluid causes no symptoms 
or irritation unless the trypsin has become activated 
or unless steapsin has come in contact with the fat 
in the mesentery or omentum. In estimating or an- 
ticipating damage done by ferments it is necessary 
to bear in mind the fact that the pancreas supplies 
its ferments only on demand. Therefore the state- 
ment of certain investigators that pancreatic fluid 
has no effect on peritoneal surfaces must have been 
based on the fact that trypsinogen remained unac- 
tivated and steapsin occurred in negligible «mounts 
or had no material to work upon. 

As pancreatic fluid collects, a tumor mass forms 
in the upper left paramedial abdomen ani ‘lattens 
the stomach so that it can retain only a smal! amount 
of contents. The tumor increases in size, and rapid 
loss of weight occurs. : 

Between the time of the initial injury causing in- 
complete rupture and the formation of the pseudo- 
cyst, days or even years may elapse. However, the 
possibility of activation of the trypsinogen and the 
consequent danger of haemorrhage or intre peritoneal 
rupture of the cyst must be borne in mind 

Rapid development of the tumor mass ‘s conclu- 
sive evidence of hemorrhage with complete rupture. 

During the interval of improvement aii! the re- 
turn to normal or nearly normal, the ;cture o! 
lowered metabolism presents itself. General debil- 
ity, malnutrition, and subnormal temperature are 
evident. 

In the foregoing paragraphs the authwr has at 
tempted to describe the course of events I the 
formation of the two types of cysts of the pancreas 
following trauma: (1) the pseudocyst that forms 


ae 
‘ 
a 
U 
b 
al 
3 
th 
— 
: 


slowly and sometimes is not recognized for years 
because there is a balance of pressure or healing 
occurs in the rent in the organ and the symptoms 
are mild, and (2) the rapidly forming cyst associated 
with extreme mechanical epigastric distress and per- 
sistent vomiting which requires rather prompt sur- 
gical relief. 

An associated haemorrhage may be immediate or 
late. When it occurs immediately, we know only 
that there is a rupture of a viscus in the upper part 
of the abdomen which is causing hemorrhage. De- 
laved hemorrhage complicates the condition. It 
must be recognized early as it constitutes an urgent 
indication for surgical intervention. 

Blood studies are of little diagnostic value until 
free bleeding into the peritoneal cavity takes place. 
Therefore frequent blood counts should be made 
during the period of observation when one is looking 
for the change from the incomplete to the complete 
type caused by digestion of a blood vessel. 

When rupture of the pancreas is diagnosed or 
suspected, prompt surgical intervention is indicated. 
It is particularly important to intervene if the rup- 
ture is complete in order to prevent the occurrence 
of secondary hemorrhage. One should not be misled 
by the period of reasonable well-being that follows 
the initial collapse in cases of incomplete rupture. 

To expose the cyst the author uses an operative 
approach that passes through the mesocolon. The 
uid contents are removed by aspiration. Bleeding 
points are ligated and the tear in the pancreas is 
sutured with linen. Catgut must never be used as 
it will rapidly digest when it is exposed to pancreatic 
ferments. Rubber-tube drainage is instituted and 
the drain brought out through a stab wound lateral 
to the incision. It is highly important to record the 
amount of drainage, its character, and the changes 
that may occur in it. 

A rigid anti-diabetic diet is given. This controls 
the character of the pancreatic drainage by render- 
ing it almost free from trypsinogen and steapsin. 
Alkalies are administered by mouth as the hydro- 
chloric acid of the stomach incites the flow of tryp- 
sinogen. Calcium gluconate is regarded as prefer- 
able to sodium bicarbonate. 

Skin irritation around the drainage tube may be 
prevented with xeroform. 

The author reports five cases of pancreatic rup- 
ture that illustrate the most salient points in the 
early recognition of the condition. 

Morris A. Siocum, M.D. 


McWhorter, G. L.: Acute Pancreatitis: A Report 
of Sixty-Four Cases. Arch. Surg., 1932, Xxv, 958. 


This report is based on the experience of the 
wuthor and thirty-one of his colleagues in sixty-four 
cases of acute pancreatitis. The following classifica- 
tion of the condition has been found satisfactory: 

1. Acute idiopathic pancreatitis. 

a. Single cedematous or non-hemorrhagic 
pancreatitis. 
b. Hamorrhagic pancreatitis. 
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c. Necrotic or gangrenous pancreatitis. 
d. Suppurative pancreatitis. 

2. Acute pancreatitis associated with malignancy. 

3. Acute pancreatitis following trauma. 

In the cases reviewed, gross infection of the pan- 
creas was found more frequently in men than in 
women. In 55 per cent of the cases biliary tract 
disease was present. In none of the cases was there 
much evidence of the existence of a regional or 
distant focus of infection before the onset of the 
pancreatitis. Gall stones may interfere with the 
function of the biliary tract by causing pressure and 
obstruction. Acute inflammation of the gall bladder 
may predispose to pancreatitis, but probably is more 
often a complication. 

In the cases reviewed the mortality was lower in 
those in which operation was performed immediately 
than in those in which it was done on the second to 
the fourth day after the onset of the disease. It was 
lower also in a few cases in which operation was 
performed at the end of the second week. 

As death occurred in all of the cases in which 
operation was not performed, an early diagnosis is 
important and, unless the patient is moribund or 
shows definite signs of improvement, should be fol- 
lowed by an emergency operation. Drainage of the 
pancreas is advised for all cases except perhaps 
those of the mild oedematous type. Exploration of 
the biliary tract followed by drainage should be 
done in practically all cases, especially when inflam- 
mation, gall stones, or jaundice is present. In cases 
in which the infection is obviously localized in the 
pancreas, particularly after the first few days, 
drainage should usually be limited to the pancreas. 

In a further effort to reduce the mortality, the 
attempt must be made to reduce the incidence of 
pancreatitis. This should include the prevention 
and treatment of obesity, gall stones, and foci of 
infection. The early removal of gall stones and 
operation on the gall bladder in acute and chronic 
cholecystitis may prevent hepatic, pancreatic, and 
other serious complications. 

Paut W. GREELEY, M.D. 


Usland, O.: Surgical Diseases of the Pancreas and 
Postoperative Pancreatic Complications. Clin- 
ical Studies (Chirurgische Pankreaserkrankungen 
und postoperative Pankreaskomplikationen. Klin- 
ische Studien). 1932: Oslo, Bjgrnstad. 

This is an exhaustive monograph on surgical 
anatomy of the pancreas, traumatic pancreatic in- 
juries, acute pancreatitis, pancreatic affections in 
gastric and biliary tract disease, postoperative 
pancreatic complications, chronic pancreatitis, and 
pancreatic concretions, cysts, and solid tumors. It 
is supplemented by a bibliography. 

The most frequent location of an accessory pan- 
creas is in the jejunum, particularly from ro to 15 
cm. below the duodenojejunal flexure, on the free 
border of the bowel opposite the mesenteric attach- 
ment. In 240 operations on the stomach the author 
found an accessory pancreas twice. In a girl nine- 
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teen years old who had suffered from a duodenal 
ulcer for from two to three years, operation dis- 
closed, in addition to a large callous ulcer of the 
duodenum, a bean-sized aberrant pancreas 10 cm. 
below the flexure. The latter showed islands of 
Langerhans and a definite efferent duct. There were 
no clinical symptoms thereof. In the case of a man 
forty-four years old operation disclosed, in addition 
to a duodenal ulcer with stenosis, a pea-sized di- 
verticulum on the free border of the jejunum from 
8 to ro cm. below the flexure and at the level of the 
diverticulum a small tumor in the wall of the bowel 
which proved to be an accessory pancreas. 

In discussing traumatic injuries of the pancreas 
the author reports the case of a man twenty-one 
years old who had an oblique rupture between the 
head and the body of the pancreas. The pancreas 
was divided into 2 portions. Fatal diffuse peritonitis 
resulted. 

The author’s clinical material included 6 cases 
of acute pancreatitis—2 of acute pancreatic necrosis, 
t of mild acute pancreatitis, and 3 of postoperative 
necrosis of the pancreas. One of the patients, a 
man sixty-three years old, was cured after laparot- 
omy and drainage. A thirty-seven-year-old man 
with acute abdominal symptoms and _ increased 
diastase in the urine, recovered under conserva- 
tive treatment. A fifty-four-year-old man with 
pancreatic necrosis, subacute perforation of a callous 
gastric ulcer, and jaundice recovered after gastric re- 
section and tamponade. In the case of a man fifty 
years old who was suffering from carcinoma of the 
stomach, the pancreas was injured during resection 
of the stomach with removal of carcinomatous 
glands behind the pylorus. The lesion was covered 
with omentum and the abdomen closed without 
drainage. The operation was followed by severe 
acute pancreatitis which resulted in death after 
two days. The author believes that tamponade 
and drainage should have been employed in this 
case. In the case of a man thirty-four years old 
cholecystectomy for cholelithiasis was followed by 
acute dilatation of the stomach. On re-operation, 
acute pancreatic necrosis was found. Death re- 
sulted. In the case of a man thirty-three years of 
age who had a callous duodenal ulcer gastro- 
enterostomy was followed by a smooth convalescence 
for nine days, but at the end of that time retention 
occurred in the stomach and duodenum and several 
days later symptoms of pancreatic necrosis de- 
veloped. Re-operation revealed such necrosis. The 
pancreatic capsule was split and tamponade, drain- 
age, and anterior gastro-enterostomy were done. 
Although the abdominal symptoms subsided, sup- 
purative parotitis developed three days later. In 
spite of incision, necrosis of almost the entire parotid 
gland with destruction of the 2 lower branches of 
the facial nerve resulted. The patient recovered. 

The author believes that in the diagnosis of acute 
abdominal disease diastase determinations are of 
the greatest importance. Normal values (128 or 


less) on the first or second days are strong indica- 
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tions of the absence of an acute pancreatic disease. 
Values of from 128 to 256 are of no diagnostic 


significance. Values above 512 with corresponding 
clinical symptoms may aid materially in clinching 
the diagnosis. Values of 1,024 and over inudicate 
disease of the pancreas or in its immediate vicinity, 
With values of over 4,000 there is usually an acute 
or complicating pancreatic lesion. In cases of 
operation on the stomach and biliary trac! high 
readings indicate pancreatic involvement «ii diet 


becomes the treatment of choice. 
Between January 1, 1924, and June 30, 


1930, 
the author operated upon 212 patients for sastric 
or duodenal disease and 76 patients with <isease 
of the biliary tract. One hundred and forty-one 


gastric resections and 79 gastro-enterostomics were 
done. Of 75 chronic gastric ulcers, 36 were neur the 
pylorus and had no relation to the pancreas. | \enty- 


one of the latter were treated by resection and 15 
by gastro-enterostomy. Of 17 ulcers which were 
at a distance from the pylorus, 10 were treated by 
resection and 7 by gastro-enterostomy. Four ulcers 
near the pylorus and 7 at a distance {rom the 


pylorus were adherent to the pancreas. ll of 
these were resected. Three ulcers near the pylorus 
(1 treated by resection and 2 by gastro-enterostomy) 
and 8 at a distance from the pylorus (4 treated by 
resection and 4 by gastro-enterostomy) had pen- 
etrated into the pancreas. In none of these cases 
were there pancreatic symptoms after the opera- 
tion. 

Of the 11 cases of ulcer adherent to the pancreas, 
no postoperative pancreatic reactions were noted 
in those in which the ulcer was close to the pylorus, 
but such reactions occurred in 2 of the cases in 
which the lesion was at a distance from the pylorus. 

Of the rr cases in which the ulcer had penetrated 
into the pancreas, no postoperative reaction was 
noted in the 3 cases in which the ulcer was near the 
pylorus. Of the 8 cases of ulcer at a distance from 
the pylorus, fatal peritonitis developed in 1 from 
leakage of the suture line after resection. It is 
probable that the catgut sutures were digested too 
early by exudated pancreatic secretion. 

Ten patients had gastric and duodena! ulcers. 


In 4, the lesion had no relation to the jancreas. 
In 3 cases of ulcer at a distance from the pylorus 
operation revealed adhesions to the pancreas and 
a duodenal ulcer with similar adhesions. ‘sesection 
was done in all 3 cases. A postoperative jancreatic 
reaction occurred in 1. In 3 cases there were gastric 
ulcers at a distance from the pylorus witli no rela- 


tion to the pancreas and a coexistent duo:enal ulcer 


which had penetrated into the pancre:s. In 1, 
a postoperative pancreatic reaction occurred. | 
Of 82 duodenal ulcers, 35 (14 treated !) resection 
and 21 by gastro-enterostomy) bore ™ relation 
to the pancreas, but 20 (14 treated by resection, 
with non-removal of the crater of the «er In? 
6 treated by gastro-enterostomy) were «herent 
toit. Of 27 ulcers which had craters in thie pancreas, 


18 were treated by resection (without removal of 
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the crater in 15) and 9 were treated by gastro- 
enterostomy. 

In the 35 cases of Group 1 and the rr cases of 
Group 2 there were no postoperative pancreatic 
reactions. In the 14 cases of lesions near the pylorus 
in Group 3 there was no postoperative reaction. 
Of the 13 cases of ulcer at a distance from the 
pylorus, an acute postoperative pancreatic necrosis 
occurred following gastro-enterostomy in 1 and 
pancreatic reactions followed resection in 3. 

In cases of carcinoma of the stomach and pan- 
creas, 29 resections and 7 gastro-enterostomies were 
done. In 7 cases treated by gastro-enterostomy and 23 
treated by resection there were no reactions. In 6 
of the cases in which resection was done the author 
came in contact with the pancreas. In 1, a fatal 
acute postoperative pancreatic necrosis resulted. 

In o cases in which resection was done because 
of retention, gastritis, or benign tumor, there were 
no postoperative pancreatic reactions. 

There were 76 cases of disease of the biliary tract 
and pancreas. In 11, jaundice was present before 
the patient’s admission to the hospital. In 5, the 
condition was due to common duct stone, in 2 to 
biliary tract and liver infection, in 1 to common 
duct stone and pancreatic involvement. In 3 cases 
pancreatitis was present. 

The author reports 3 cases of chronic pancreatitis. 
The first was that of a man twenty-three years old 
who was subjected to gastro-enterostomy for ulcer. 
One year later resection was done. The patient 
then developed paratyphoid. Death occurred five 
years later from chronic pancreatitis of three years’ 
duration. 

The second case was that of a woman thirty-four 
years old who had gall stones for six months. Opera- 
tion disclosed, in addition to gall stones, inflamma- 
tion and a darkly discolored oedematous pancreas. 
Cholecystectomy and drainage were done. The 
patient was well for the next four years, but at the 
end of that time was suddenly seized with acute 
pains which were interpreted as indicating acute 
pancreatitis. After improvement, chronic symptoms 
developed. At operation, numerous calcifications 
were found in the superficial layers of the pancreas. 
Division of the capsule of the pancreas and partial 
removal of the calcium particles were followed by 
slow improvement. 

The third case reported was that of a man forty- 
two years of age who was suffering from nephro- 
lithiasis, alcoholism, and severe pancreatic colics. 
Laparotomy revealed chronic pancreatitis with cal- 
clum deposits, 

The author reports a case of pancreatic concre- 
lon. The patient was a man thirty-six years old who 
“as suffering from cholelithiasis. Cholecystectomy, 
tholedochotomy, and incision into the duct of Wir- 
‘ung through the wall of the duodenum were done. 
‘\ hut-sized concretion was found deep in the pan- 
‘reas. Recovery resulted. 

,,the author reports 2 cases of pancreatic cyst. 

€ first was that of a sixty-six-year-old woman 


with rupture of the pancreas. Laparotomy with 
marsupialization, tamponade, and drainage was 
followed by recovery. 

The second case was that of a woman twenty-six 
years old who was suffering from cholelithiasis, 
acute cholecystitis, acute pancreatitis, and a pan- 
creatic pseudo-cyst containing 2 liters. Recovery 
followed cholecystostomy, marsupialization, tam- 
ponade, and drainage. 

Of 3 cases of solid pancreatic tumors reported, 1 
was that of a man seventy years of age who had 
jaundice, enlargement of the liver, and a large, 
tense gall bladder. X-ray examination disclosed 
a tumor of the head of the pancreas. 

The second case was that of a woman sixty-two 
years of age in whom exploratory laparotomy re- 
vealed an inoperable carcinoma of the pancreas. 

The third case was that of a woman sixty years 
of age who was suffering from pancreatic colics, 
gastric ulcer, and tumor of the pancreas. Opera- 
tion included resection of the pancreas, posterior 
gastro-enterostomy, and ligation of the splenic vein. 
Microscopic examination of the pancreatic tumor 
showed it to be a carcinoma. The patient was well 
for two and a half years after the operation. She 
died from apoplexy. Koritzinsky (Z). 


Santy, P.: Hemolytic Icterus (L’ictére hémoly- 
tique). J. de chir., 1932, xl, 546. 


Among the most important disturbances of the 
blood is the syndrome characterized by jaundice, 
splenic hypertrophy, and anemia, the latter de- 
pendent upon excessive blood destruction. The 
original studies of this condition touched only on the 
familial form (Minkowski, 1900; von Krannhals, 
1904; Chauffard, 1907). Later, Widal, Abrami, and 
Brulé recognized an acquired form without any rela- 
tion to heredity. 

The icterus varies in intensity, being aggravated 
by fatigue, infections, and other factors and dimin- 
ished by rest or a sojourn at a high altitude. There 
is no pruritis or other toxic sign. This is the only 
icterus which is without cholemia. Only pigments 
appear in the urine. The feces are highly colored. 

The liver is primarily little altered, but pigmentary 
calculi frequently form in the bile passages and 
greatly influence the ultimate prognosis. 

Splenomegaly is constant, the weight of the spleen 
varying between 500 and 1,500 gm. Pain over the 
spleen is common and corresponds to an exacerba- 
tion of the hemolysis. 

Anemia is constant. This, with the icterus, gives 
the patient a very characteristic appearance. Ex- 
acerbations of anemia are accompanied by an in- 
crease in the jaundice and occasionally by a sudden 
increase in the size of the spleen. The erythrocyte 
count is often about 3,000,000, but may fall to 
800,000. Polychromatophilia, poikilocytosis, and 
anisocytosis are present. The erythrocytes are small 
and tend to be globular. The number of reticulo- 
cytes may reach 20 per cent. Occasionally nucleated 
red cells and myelocytes appear. Auto-agglutination 
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of the erythrocytes occurs only in the acquired form 
of hemolytic icterus. 

Fragility of the erythrocytes is characteristic. 
In the congenital form of the disease hemolysis of 
whole blood occurs in a salt solution of 0.66 per cent 
and hemolysis of plasma-free cells in a salt solution 
of 0.84 per cent. In the acquired form of the con- 
dition the fragility is normal in whole blood and 
hemolysis of washed cells occurs in a salt solution 
of 0.60 per cent. In determining the origin of the 
icterus the Van den Bergh test is of value. 

Of late, the theory of purely acquired icterus has 
lost ground because in most of the cases there is a 
history of blood dyscrasias in the patient’s ante- 
cedents and the disease may not become mani- 
fested until adult life is reached. 

In arriving at a diagnosis certain types of anemia 
must be eliminated. Banti’s disease is characterized 
by a slowly progressive anemia, slight icterus, 
reticulocytosis, poikilocytosis, and polychromato- 
philia. Fiessinger and Brodin report a certain degree 
of fragility. The disease has been confused with 
hemolytic icterus and even identified with it. 
Splenectomy is particularly efficacious. 

The hemolytic splenomegaly with anemia and 
hemosiderinuria of Marchiafava occurs as a pre- 
liminary to attacks of hemoglobinuria, hemo- 
siderinuria, fever, malaise, and lumbar pains. In 
this condition splenectomy is of no benefit. 

In pernicious anemia with splenomegaly (Struem- 
pell) the splenic enlargement is moderate and in- 
creases with exacerbations of the anemia. Sub- 
icterus, reticulocytosis, and increased fragility are 
present. Splenectomy gives durable cures. 

The course of hemolytic icterus is ordinarily 
benign. A common complication is cholelithiasis. 
The mild or latent cases are probably held in check 
by a compensatory activity of the bone marrow. 
However, intercurrent infections, fatigue, and trau- 
matism not infrequently disturb the equilibrium. 

The first splenectomy for hemolytic icterus was 
done by Wells in 1887. The patient is still living and 
the diagnosis has been confirmed by the fragility 
test. The patient has a son who was cured of 
icterus by cholecystectomy and splenectomy. 

The effect of surgical treatment has been variously 
interpreted. According to some, the spleen is the 
site of the blood destruction. Banti believed that 
splenectomy increases the resistance of the eryth- 
rocytes, but others are of the opinion that the spleen 
has nothing to do with the abnormal fragility. The 
hypothetical hemolysin suggested by some investi- 
gators has never been demonstrated. An excessive 
activity of the reticulo-endothelial system has also 
been assumed. None of these ideas explains the 
effect of splenectomy. 

Noegeli and Gaensszlen believe there is a con- 
stitutional abnormality of the erythrocytes. The 
splenomegaly simply represents a work hypertrophy. 
This theory is perhaps the most tenable. 

Splenectomy is indicated in the presence of a 
progressive anemia of hemolytic origin. As the 


hemolysis may appear in crises which are often 
separated by intervals of several years, it is jm. 
portant to operate while the general condition re- 
mains good or at least during a remission. Ali hough 
the anemia may appear at an early age, it rarely 
becomes grave before adolescence. Therefore, as 
the infant is usually weak, the operation may be 
delayed until puberty. Cholelithiasis rarely de- 
velops before puberty. The patient’s condition 
often renders it necessary to limit the operation to 
ligation of the splenic artery. Preliminary trans- 
fusion has given both good and poor results. 

The immediate mortality of splenectomy js from 
3 to ropercent. The clinical effects of the operation 
are always striking. First to recede is the icterus, 
Often the attacks of biliary colic cease. The general 
condition improves rapidly. In young persons there 
is an increase in the rate of growth which compen- 
sates for any previous retardation. The erythrocyte 
count rises rapidly and may pass the normal, 
Polycythemias of 13 million have been reported. 
The hemoglobin is restored more slowly. The 
reticulocytes disappear within a few monthis. Jolly 
bodies may become more numerous. The iragility 
of the erythrocytes persists, this phenomena being 
evidently independent of the spleen. Occisionally 
there is a return to normal. The blood cholesterol 
is increased. 

The late results of splenectomy are uniformly 
good, only a few instances of recurrence of the 
anemia being recorded. The outlook in a given case 
depends upon whether there are complications 
such as cirrhosis of the liver and cholelithiasis. 

Splenectomy has been attempted in leukiwmia 
and polycythemia, but today has been universally 
abandoned in these conditions. In pernicious 
anemia it has sometimes been beneficial lien com- 
bined with liver therapy, but its exact place in the 
treatment of this condition cannot be staicd. 

ALBERT F, De Groot, M.D 


Moynihan of Leeds, Lord: Removal of the Spleen. 
Brit. M. J., 1932, ii, 701. 


The author first reviews the historical aiid physio- 
logical facts relative to the spleen. ; 

Fifteen cases of rupture of the spleen without Ir- 
jury have been recorded. In nine, recovery fol- 
lowed splenectomy. In cases of trauma to the spleen 
massive bleeding usually occurs immediately, but in 
some instances the initial loss of blood is small and 
severe hemorrhage is delayed. Immediate splenet- 
tomy gives good results. In the author s cases the 
mortality has been 7 per cent. 

Mobility, torsion, and prolapse of the spleen are 
occasionally found, particularly visceroptos. 
When operation is necessary because of torsion, the 
procedure of choice is splenectomy. \ecasionally 
splenectomy is warranted in splenomegaly due t 
chronic malaria or intractable syphilis. — 

Splenic anemia is a continuously progressive dis- 
ease associated with splenomegaly, ania, hemor 
rhage, ultimate atrophy of the liver, and ascites 
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Unless splenectomy is performed the condition is 
fatal. In the early stages its recognition is difficult 
because the clinical signs are few. If surgery is un- 
dertaken in the late stages the splenomegaly should 
first be reduced by roentgen or radium irradiation. 
Repeated pre-operative transfusions are advisable. 
The author spends many weeks in preparing his pa- 
tients for operation and attributes the low mortality 
in his cases to this pre-operative care. Occasion- 
ally splenectomy is successful even when the liver 
is shrunken and hard, ascites is present, and the out- 
look is apparently hopeless. The most frequent 
postoperative complication is hemorrhage, particu- 
larly heematemesis. 

The gravity of the acquired form of hemolytic 
jaundice is dependent upon the extent of secondary 
changes in the biliary system. Most of the latter are 
characterized by choledocholithiasis. The stones are 
usually soft, black, and small, but occasionally a soft 
mud and pus are present. In the early stages of the 
disease, periods of sudden marked decrease in the 


number of red cells are apt to occur. This crisis is 
characterized by great malaise, fever, enlargement 
and tenderness of the spleen, deepening jaundice, 
and the appearance of a large amount of bile pigment 
in the urine. However there are no petechia and the 
skin does not itch. In the early stages splenectomy 
is curative, but when pathological changes in the 
bile ducts have occurred it is of little benefit. Acces- 
sory spleens should be removed as they militate 
against a successful result. 

In chronic purpura, blood platelets are destroyed 
either by toxins in the circulation or by some ab- 
normal activity on the part of the spleen. The 
author reports four cases of chronic purpura in which 
splenectomy was performed with no mortality and 
one case of acute purpura in which it was soon fol- 
lowed by death. The thrombocyte count is of some 
value as an index of the value of operation in this 
condition as the author has found splenectomy of no 
benefit in cases in which this count was normal. 

STANLEY H. MENtTzEr, M.D. 
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UTERUS 


Viana, O.: Uterine Perforations (Perforazioni uter- 
ine). Clin. ostet., 1932, Xxxiv, 634. 

The author reports three cases of perforation of 
the uterus. In the first, the perforation occurred 
during the course of dilatation for therapeutic 
abortion necessitated by eclampsia. In the second, 
a perforation of the fundus of the uterus occurred 
during dilatation for menorrhagia. In the third, 
the anterior wall of the uterus was perforated in the 
course of a criminal abortion. Laparotomy was 
performed in all three cases. In the first case, a 
subtotal hysterectomy was done; in the second, the 
perforation was sutured; and in the third, hysterec- 
tomy and resection of 1.6 meters of involved gut 
were done. 

The most frequent causes of perforation of the 
uterus are technical errors occurring especially in 
the course of criminal abortion. In some cases, 
however, softening or scarring of the uterus pre- 
dispose to perforation during simple operative pro- 
cedures. These predisposing factors are of medico- 
legal importance. 

The author believes that laparotomy is indicated 
in all cases. Further measures can be determined 
only after inspection of the perforation. 

Peter A. Rost, M.D. 


Cutler, M.: The Treatment of Carcinoma of the 
Cervix with Small Quantities of Radium. Surz., 
Gynec. & Obst., 1932, lv, 481. 


Cutler discusses the principles underlying the 
radium treatment of cancer of the cervix and advo- 
cates a technique by which small quantities of 
radium can be used quite effectively. The method is 
essentially that employed in the Curie Institute. 

The French school contends that tumor cells are 
most vulnerable to irradiation during their stage of 
division. Consequently, in carcinoma of the cervix, 
the lesion is irradiated for approximately five days. 
If the interval of irradiation is prolonged beyond the 
optimum, the tumor cells pass from their most sen- 
sitive phase to a state of relative radioresistance. It 
is quite generally accepted that prolongation of the 
time permits normal tissues to withstand much 
larger doses of irradiation than they are able to 
withstand with a short intense exposure. Accord- 
ingly, prolonged irradiation is favored as the most 
effective method of treatment. 

To establish a diagnosis of early cancer of the cer- 
vix, the author recommends the removal of a block 
of tissue measuring 12 by 10 by 4 mm. A piece of 
such size can be studied histologically in a thor- 
oughly satisfactory manner. Cutler suggests the use 
of endothermy excision with a rectangular loop 
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measuring 4 by 15 mm. The excision should be car. 
ried to a depth of 1 cm., but can be made (deeper if 
desired. 

The indications for treatment according to the 
clinical stage of the lesions are summarized as 
follows: 

Grade 1. Intra-uterine and vaginal irr diation 
need not be supplemented by external irradiation, 

Grades 2 and 3. Intra-uterine and vaginal jrradia- 
tion must be supplemented by external irradiation, 

Grades 3 and 4. In the more advanced stages of 
the disease external irradiation should be employed 
either alone or combined with vaginal irradiation, 
and uterine irradiation should be omitted or deferred. 

If secondary infection is pronounced, it is best to 


start the treatment with external irradiation irre- 
spective of the extent of local involvement by the 
neoplasm. 


It is probably wisest to regard the entire cervix, 
paracervical tissues, and parametrium as potentially 
malignant, and to treat all lesions with maximum 
doses of irradiation. This is necessary because it is 
impossible to determine the extent of the disease by 
bimanual palpation. 

The technique of irradiation is as follows: 

1. Intra-uterine. Either 30 or 50 mgm. o/ radium 
in capsules are placed in the uterus by means of an 
intra-uterine applicator. 

2. Vaginal. The Curie colpostat is used. [ach of 
three corks contains 10 mgm. of radium. The col- 
postat is held in place by a gauze pack. It is removed 
daily for cleansing of the vagina, then re-applied and 
the vagina repacked. Such uterine ani vaginal 


irradiation is continued for five days, a total dose ol 
from 7,000 to 8,ooo mgm.-hrs. being administered. 
3. External irradiation with the radium pack. 


Intra-uterine irradiation is followed promptly by 
external irradiation by means of a 4-gm. pack. 
Seven portals of entry are used, two anterior, two 
posterior, two lateral, and one perineal. | he treat: 
ment is given for two hours daily over « period ol 
about twenty-six days. The radium pack has the 
advantage of causing practically no_ irradiation 
sickness. GEorGE H. Garpnik, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Sannicandro, G.: Diagnostic Errors in Malignant 
Neoplasms of the Ovary 
tema di neoplasie maligne dell’ovaio). 
1932, XXxxiv, 646. 

The author reports four malignant tumors 0! the 
ovary which were diagnosed respectively as pati 
typhoid fever, tuberculous peritonitis, parametrits 
and pregnancy. He discusses the frequency 0! Su") 
tumors and emphasizes that early diagnosis © 
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important in order that surgery may be undertaken 
before the condition becomes inoperable. 
Peter A. Rosi, M.D. 


Wintz, H.: Roentgen Therapy of Carcinoma of 
the Ovary (Die Roentgentherapie des Ovarial- 
carcinoms). Strahlentherapie, 1932, xliv, 201. 


The author calls attention to the fact that in the 
treatment of carcinoma of the ovary primary and 
secondary tumors must be sharply differentiated. 
He discusses only the latter type. As the diagnosis 
cannot be made with certainty by ordinary ex- 
aminations of the patient, exploratory laparotomy 
must be performed in every case. 

There are three possibilities for the extension of 
the carcinoma: peritoneal dissemination, lymphatic 
metastasis, and spread by way of the blood stream. 

Statistics show that the results of surgical treat- 
ment vary considerably. In cases of primary car- 
cinoma of the ovary which is apparently still 
amenable to radical surgery the incidence of perma- 
nent cure is about 25 per cent. In cases of this type 
which are treated by operation alone it is only about 
10 per cent. Accordingly the attempt has been 
made to improve the results by irradiation. 

As almost one-half of all ovarian carcinomata be- 
long to the class of adenocarcinomata,the irradiation 
method employed must be based on the dosage re- 
quired for adenocarcinoma. The first requisite in 
irradiation is the administration of the required dose 
throughout the involved area. For adenocarcinoma 
this dose is 125 per cent of the skin erythema dose. 
Therefore the entire true pelvis must be irradiated 
in such a manner that the upper limit corresponds 
to the level of the umbilicus. However, to subject 
two-thirds of the abdominal cavity to irradiation 
with from 125 to 130 per cent of the skin erythema 
dose is dangerous; the blood-forming centers espe- 
cially suffer irreparable disturbances and damage. 
An increase in the dosage above from rto to 115 per 
cent of the skin erythema dose is out of the question. 
Cherefore the irradiation must be repeated since a 
single irradiation has never resulted in cure. The 
second treatment may be given from six to eight 
weeks after the first without much danger. Whether 
a third treatment may be given twelve weeks after 
the second depends upon the patient’s general 
condition and particularly upon the blood picture. 

In some cases of ovarian carcinoma, especially 
those in which the tumor is predominantly cystic at 
the time of operation and those in which the car- 
Cinomatous degeneration is at a distance from the 
pedicle, postoperative irradiation may not be 
necessary. However, when the carcinoma has 
broken through its capsule, metastases are always 
present in the peritoneum and under such circum- 
stances postoperative irradiation is important. 

Asa result of the treatment described, 4o per cent 
of the author's patients whose condition was be- 
lieved to be hopeless were alive and well three years 
after completion of the treatment and 23 per cent 
Were alive and well at the end of five years. The 


plan of irradiation is so carefully carried out that it 
is possible to irradiate the entire pelvis evenly with 
from 110 to 115 per cent of the skin erythema dose. 
Unless the patient’s general condition demands it, 
the distribution of the irradiation dosage is not 
extended over a period of more than three days. 
An irradiation régime of this type is not suitable for 
ambulatory patients. SCHROEDER (G). 


Holden, F. C., and Sovak, F. W.: Reconstruction of 
the Oviducts: An Improved Technique, with a 
Report of Cases. Am. J. Obst. & Gynec., 1932, xxiv, 
684. 


Oviducts having occlusions in the outer third are 
reconstructed by performing a “circumcision” 
operation as suggested by Bonney, everting the tube 
by bringing back the mucosa to the serosa for a dis- 
tance of from 1.5 to 2.5 cm., thereby eliminating 
raw surfaces at the newly constructed ostium and 
avoiding the adhesions and occlusions which are so 
prone to follow plastic operations. 

Oviducts showing occlusions anywhere in the 
inner two-thirds are not suitable for the circumcision 
procedure, but may be subjected to the implantation 
operation. The latter is performed as follows: 

The site of the occlusion is noted by air insufflation 
and the tube severed proximal to the occluded area 
until a free passage of the insufflated air is evident. 
The uterine portion of the occluded tube is then 
freed as far as the cornu from its attachment to the 
broad ligament, the cutting being done as close to 
the tube as possible in order to avoid impairing the 
ovarian circulation. Bleeding vessels of the broad 


‘ligament are clamped and tied with No. oo plain gut. 


The uterus is firmly held while a specially con- 
structed reaming instrument is passed over the 
occluded stump of the tube. The tube and its intra- 
mural portion are reamed out by a circular move- 
ment of the instrument entering the uterine cavity, 
the normal position and course of the tube being 
maintained as nearly as possible. A core consisting 
of the old occluded stump of the tube and the 
chronically infected cornual tissue then remains. 
This is readily removed when the reamer is with- 
drawn. The new opening into the uterus has a 
diameter of approximately 0.5 cm. As the circular 
motion of the instrument crushes rather than cuts 
the blood vessels, the instrument does not cause any 
free bleeding such as might be expected in this area. 
The slight amount of oozing first noted quickly sub- 
sides. The patent portion of the tube is also freed 
from its broad ligament attachment for a distance 
of about 0.5 cm. and after the bleeding has been con- 
trolled is bisected longitudinally with cuticle scis- 
sors guided by a probe inserted within its lumen. 

A long No. 00 chromic suture is passed through 
the superior and inferior ends of the bisected tube, 
and the ends of the suture are clamped for further 
use. A Reverdin needle is inserted about 1 cm. be- 
yond the center of the fundus posteriorly and passed 
out through the newly created uterine opening. The 
ends of the suture previously applied to the superior 
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bisected portion of the tube are then re-inserted into 
the eye of the needle, the needle is withdrawn, and 
the sutures are brought out on the posterior surface 
of the uterus without tension. The same procedure 
is repeated by passing the Reverdin needle through 
the anterior surface of the fundus and bringing the 
suture out on the inferior portion of the bisected 
tube. The serosal covering of the bisected portion is 
traumatized, and by gently pulling the anterior and 
posterior fundal sutures, the tube is gradually 
drawn into the newly created opening and its ends 
are drawn into the uterine cavity. The sutures are 
then anchored on the fundus and two or three fine 
supporting sutures are passed through the serosa of 
both tube and uterus. The patency of the newly 
implanted tube is then tested by the use of the in- 
sufflation syringe. The re-implanted tube and ovary 
are suspended by the Poole technique and the uterus 
is suspended by a one-point suspension. 

From forty-eight to ninety-six hours after the 
operation the patient is subjected to a Rubin in- 
sufflation test to determine and maintain the patency 
of the reconstructed tubes. This procedure should 
not be attempted if any cervical or vaginal plastic 
operations have been performed or if the patient 
shows a marked postoperative reaction. Before the 
patient is discharged from the hospital the test is 
repeated to insure the patency of the tubes. If 
the tubes are patent when she is discharged from 
the hospital she is instructed to return for a follow- 
up examination at the end of three or four weeks, 
when the patency is again determined by the Rubin 
test. 

Seven (77.7 per cent) of nine patients operated 
upon in the manner described had patent tubes after 
the operation. E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Tausch, M.: A Contribution to the Clinical and 
Statistical Knowledge of Carcinoma of the 
Vulva (Beitrag zur Klinik und Statistik des Vulva- 
carcinoms). Monatsschr. f.Geburtsh. u.Gynaek., 1932, 
Ixxxix, 402. 


The author reviews the clinical results in cases of 
carcinoma of the vulva admitted to the gynecological 
clinic of the University of Tuebingen in the period 
from 1907 to July, 1929. During that period of time 
54 cases of carcinoma of the vulva were found among 
32,415 cases of gynecological conditions. The in- 
cidence of carcinoma of the vulva to the total 
number of gynecological cases was therefore 0.17 
per cent. The relation of this disease to carcinoma 
of the uterus was 4.5:100. 

In 14.81 per cent of the cases of carcinoma of the 
vulva a family history of cancer was given. The 
condition is most frequent in the sixth and seventh 
decades of life. However, the author reports two 
cases in which it occurred in women under thirty 
years old. 

Of the 54 carcinomata reviewed, 41 were primary, 
9 were recurrent, and 4 were secondary. In most of 


the cases the clitoris was affected with the labia] 
region. In 30, the regional lymph nodes were en. 
larged, and in 23 they were involved on both sides. 
In to of the 15 cases in which a histological ex: mina. 
tion was made the clinical diagnosis of malignancy 
was confirmed. 

Only 24 of the women were treated by operation 
alone. The radical operation was relatively seldom 
performed. Eight of the patients were treated by 
operation and postoperative roentgen irradiation, 
With regard to the technique of the roenizen jr- 
radiation the author states that a full carcinoma dose 
consisted of 1 skin erythema dose each to in ab- 
dominal, back, and vulva field and 2 lateral fields at 
a skin-focus distance of 30 cm. with a filtration of 
o.5 mm. of copper and 1: mm. of aluminum in the 
vulvar field and of 0.8 mm. of copper and + mm. of 


aluminum in the other fields and a current 0! 220 ky, 
and 4 ma. 
Fifteen of the patients were treated by irradiation 


exclusively. Of these, 4 were treated by both roent- 
gen and radium irradiation, 9 by roentgen irradiation 
alone, and 2 by radium irradiation alone. The 
radium technique consisted in the direct aplication 
to the tumor for forty-eight hours of 23.1 mgm. of 
radium element filtered with 0.3 mm. of silver and 
1 mm. of brass. 

Three of the patients were not treated. f the 47 
patients who received treatment, only §& could be 
traced longer than five years. The incidence of 
permanent cure, insofar as one can speak of cure in 
cases of carcinoma of the vulva after five years, was 
16 per cent. However, of the 8 patients traced, 4 
died of carcinoma within the next few years. live of 
the 8 were treated by operation alone, 2 were 
treated by operation and irradiation, and 1 was 
treated by roentgen irradiation alone. One patient 
who was operated upon died soon after the operation 
from a necrotic phlegmon of the pelvis. 

Of the patients with recurrent carcinoma, only 2 
could be considered as temporarily cured —one after 
three-quarters of a year and the other after a year 
and a half. 

The incidence of secondary carcinoma o/ the vulva 
was 3.7 per cent. In 3 of the 4 cases the primary 
carcinoma occurred in the corpus of the tterus and 
in t in the vagina. Two of the 4 patients lived 
longer than five years. 

In conclusion the author says that witli this re- 
port, from which it is impossible to draw definite 
conclusions "because of the small number of the 


_ cases, he wishes to present a “small building stone 


for a large statistic.” Wute (G). 
MISCELLANEOUS 
Saidl, J.: Colposcopy (Kolposkopie). lest. 
1932, p. 815. 


The first practical colposcope was devised by 
Hinselmann. The author has constructed an instr: 
ment upon the same principles which magnities from 
twelve to twenty times. For the evaluation of patho- 
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logical changes an accurate knowledge of normal 
conditions is essential. The author discusses the lat- 
ter with the aid of several illustrations and describes 
especially the so-called transition zone of the portio 
vaginalis. 

In the diagnosis of erosions, the colposcope ren- 

ders excellent service. It permits a differentiation 
between benign and malignant erosions. In those 
which are benign the tendency toward healing is 
clearly recognizable, being evidenced by a flat sur- 
face. In malignant erosions, yellowish-white areas, 
which are beginning necroses, are seen on the surface. 
However, histological examination is still essential 
for the diagnosis of malignancy as only future refine- 
ments of the method will permit an absolutely cer- 
tain diagnosis to be made by means of the colpo- 
scope. 
Taothee field for colposcopy is leucoplakia. With 
the aid of the colposcope, this condition is now recog- 
nized much more frequently than formerly. It oc- 
curs more often at certain sites than at others, and 
appears in the form of silver-gray spots. The author 
discusses three cases in which, on the basis of the 
colposcopic diagnosis of leucoplakia, an early histo- 
logical diagnosis of beginning carcinoma was made 
possible. If, in the future, certain forms of leuco- 
plakia are determined definitely to be precancerous 
states, colposcopic examination will play an impor- 
tant and decisive role in the early diagnosis of genital 
carcinoma. I. GOLDBERGER (G). 


Murray, H. L.: Genital Prolapse: Diagnosis 
Mechanism, and Treatment. Brit. M.J., 1932, 
ii, 744. 

Attention is called to the fact that the symptoms 
of many other conditions may be mistaken for those 
of prolapse. Even in the presence of prolapse such 
conditions should be suspected. Often a prolapse 
may be practically or relatively symptomless. The 
symptoms bear less relation to the degree of the 
prolapse than to the rate of its development. While 
the condition is progressive there will be symptoms, 
but when it is stationary symptoms may be absent. 

Prolapse is by no means necessarily preceded by 
obstetrical trauma or mismanagement. Attention is 
called to its frequency in nulliparous females. Tear- 
ing of the perineum per se is of little importance. 
Some abnormality higher up—a more or less gross 
injury, subinvolution of structures constituting the 
pelvic floor, or congenital abnormality—is necessary 
lor prolapse to occur following the average delivery. 

Uncomplicated prolapse is absolutely postural. 
The tendency toward an increase in the symptoms 
toward evening and particularly following a hard 
day's work in the erect posture is characteristic. 
Complicating conditions will not show this tendency. 
he symptoms of parous prolapse usually begin 
soon after, or are dated from, delivery. The condi- 
tion can be clearly distinguished from the type due 
‘0 congenital weakness. Symptomatic improvement 


‘rom the use of a pessary is a valuable criterion with 
regard to operation. 


Tn discussing the mechanism of prolapse the author 
maintains that there can be no prolapse if the vagina 
is maintained as a stem, that is, if the anterior wall 
lies parallel with the posterior wall. Operation for 
the correction of prolapse must refashion the vaginal 
stem until it reverts very nearly to the nulliparous 
condition. It must be so narrowed that its anterior 
and posterior walls once more lie together as parallel 
surfaces, the anterior on the posterior. Retroposi- 
tion of the uterus is of no importance except insofar 
as it is complicated by subinvolution. Occasionally 
this condition may require separate correction. 
Otherwise, practically all cases of prolapse can be 
corrected best by restoration of a vaginal stem 
through the use of colporrhaphies alone. 

Colporrhaphies are not contra-indicated in the 
child-bearing period. Attention must be paid to the 
danger of causing dyspareunia. The patient’s age 
must be considered, and the most conservative 
procedure which will be effective should be adopted 

Goopricu C. SCHAUFFLER, M.D. 


Redell, G.: A Contribution to the Question of the 
Results of the Operative Treatment of Genital 
Prolapse. Acta obst. et gynec. Scand., 1932, xii, 254. 


By way of introduction the author states that 
of the 600 cases of genital prolapse which were 
operated upon in Sweden during the year 1930, 
about 500 were treated by a plastic operation on 
the pelvic floor and only 20 by the Schauta-Wert- 
heim-Watkins method. 

He then reports the end-results in 127 cases of 
genital prolapse which were operated upon in the 
period from r919 to 1931. Ejighty-two of the pa- 
tients were re-examined. 

Ventrofixation of one kind or another was done 
in 10 cases and was followed by recurrence in 7. 

Of 118 cases in which a plastic operation was per- 
formed on the pelvic floor, freedom from recurrence 
was obtained in 93.2 per cent. The operation was 
usually performed according to the method of 
Forssner and Ahlstrém, consisting in anterior and 
posterior colporrhaphy, perineoplasty with suturing 
of the levator ani, and, in 73 cases, amputation of 
the cervix. 

Local anesthesia induced with 0.5 per cent novo- 
cain was used with very good results. The field of 
operation was disinfected with tincture of iodine. 

There were no deaths during or due to the opera- 
tion or due to postoperative complications. Com- 
plications were very rare. 

Ten of the patients went through normal parturi- 
tion after the operation. 

Of the 9 patients who became pregnant after the 
operation, 6 had been subjected to amputation of 
the cervix. 

The author explains the occurrence of postopera- 
tive urinary incontinence in 3 cases by assuming 
that the anterior colporrhaphy was done too far 
forward so that it impaired the function of the 


‘urethra. In 1 case a vesicovaginal fistula was due 


to this error. 
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Stajano, C.: A Contribution to the Study of a 
Complex Anorectovulvovaginal Syndrome of 
Uncertain Etiology (Contribucion al estudio de un 
complejo sindrome ano-recto-vulvo-vaginal asociado 
de etiologia imprecisa). Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1932, Xi, 455. 


Six cases of multiple chronic rectovaginal fistule 
are reviewed. The women were between the ages 
of twenty-two and thirty years. All of them com- 
plained of menstrual insufficiency and sterility, and 
in all there was early anatomical involution of the 
genital organs. 

Fistula of this type show a uniform topography. 
The superficial ones are anovulvar and the deep 
ones are rectovaginal. As a rule the vaginal and 
rectal tissues are separated from the surrounding 
structures. The lesions are late sequela of inflam- 
matory rectal strictures. In all of the cases reviewed 
a rectal stenosis could be palpated at a distance of 
about 5 cm. The lesions are thought to be lympho- 
granulomatous in nature. When once established, 
they are resistant to all therapeutic measures except 
radical surgery. Witiram R. MEEKER, M.D. 


Adams-Ray, J.: On Extragenital and Inguinal 
Endometriosis and Its Surgical Importance. 
Acta chirurg. Scand., 1932, 1xx, 167. 


The author discusses extragenital and inguinal 
endometriosis on the basis of the cases of twenty- 
one women between the ages of twenty-four and 
forty-nine years. In 57.1 per cent of these cases 
there were cyclic symptoms which included bleed- 
ing, the secretion of a tar-like fluid, pain, tenderness, 
and swelling of the tumor. In the cases of intestinal 
endometriosis there was increased distress due to 
stenosis during the menstrual periods. 


Allen, E., and Priest, F. O.: Physiological Re- 
sponses of Ectopic Ovarian and Endometrial 
Tissue. Surg., Gynec. & Obst., 1932, lv, 553. 


In previous studies on the comparative growth of 
various pelvic tissues transplanted into the anterior 
chamber of the eye the authors were impressed by 
the possibilities offered for a study of function by 
direct observation. Accordingly they carried out a 
series of experiments on rabbits in which they 
studied the physiological responses of ectopic 
ovarian and endometrial tissue by the following pro- 
cedures: 

1a. Recovery of normally impregnated ova from the 
uterus with attempted implantation into the abdominal 
cavity. In the cases of twenty-eight rabbits laparot- 
omy was performed from seventy-two to one hundred 
and forty hours after observed coitus, the ovaries 
were inspected for signs of recent ovulation, one 
ovary, both tubes, and the entire uterus were re- 
moved, and various transplants were made into the 
eye. In the cases of 17 of the animals the ova were 
washed from the uterus with warm normal saline or 
Locke’s solution into a sterile watch glass, identified, 
and returned to the abdominal cavity. In the re- 
mainder the ova were washed back into the abdomi- 


nal cavity directly from the uterus. Some of these 
eggs were saved for section and were shown to have 
been fertilized as they were in the process of division, 
The number of eggs varied from one to nine. Subse. 
quent operation or necropsy revealed no evidence 
of implantation of the ova which had been washed 
back into the abdominal cavity. 

1b. Transplantation of this active ovarian tissue 
to the anterior chamber of the eye. A small piece of 
endometrium was transplanted into the left eve and 
a thin section of ovary into both eyes through an 
incision at the limbus. The other ovary was left un- 
disturbed in the abdomen. In none of these eyes, 
which were observed for from three days to as long 
as seven months, was ovulation noted. 

2. Transplantation of normally fertilized 0° to thi 
anterior chamber of the eye. In the cases of three 
animals attempts were made to transplant ormally 
fertilized ova recovered from the uterine washings 
to an endometrial bed in the eye. The aticmpts to 
obtain implantation were unsuccessful. 

3. Physiological and artificial stimulation of ovula- 
tion. From two weeks to four months aiter the 
preparatory operation, ten rabbits were again al- 
lowed to copulate. No evidence of ovulation in the 
eye was noted. Later the same rabbits were given 
urine of pregnant rabbits according to the technique 
of the routine Friedman test. The abdominal ovary 
gave positive results in every instance, but no evi- 
dence of ovulation was noted in the transplanted 
ovarian tissue. 

4. Direct observation of the effects of hormones. The 
results thus far had suggested that the ovarian 
transplants were inactive and therefore unresponsive 
to stimuli of proved potency. The endometrial 
transplants in the eye continued to show the typical 
blush and blanch phenomena which were described 
by Markee and which Markee said will disappear 
between from thirty to sixty days after castration. 
It was not synchronous in multiple implants in the 
same eye or in opposite eyes. As castration seemed 
a logical measure to prove the viability of the trans- 
planted ovarian tissue, the remaining ovary was re- 
moved and observations were begun on the cyclic 
phenomena of the transplanted endometrium. \s 
in most instances the endometrial phenomena con- 
tinued, it was necessary to conclude that the ovarian 
transplants were active or that the congestion and 
blanching were under other control. In time, two ol 
the animals showed spontaneous activity in the 
ovarian transplant, but the process was slow and 
not pronounced. After artificial stimulation with 
hormone concentrates or urine from pregnant rabbits 
the results were startling. Within from thirty to 
forty-eight hours after the injection, gross evidence 
of violent ovarian changes were seen. | hie ovarian 
transplants increased from five to ten times in si 
and their margins became studded with many large 
follicles. After from three to five days there Was 
definite evidence of degenerating corporé oon 
Synchronously, the endometrial transplant showet 
greatly increased activity. The eyes of these rabbits 
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were enucleated because of the severe tension pro- 
duced and are now being prepared for microscopic 
examination. 

5. .Litempts at fertilization of ova which had been 
produced by artificial stimulation. Sperms were in- 
iected into the anterior chamber of the eye with a 
fine hypodermic needle at periods varying from ten 
to forty-eight hours after artificial stimulation and 
coincidental with macroscopic evidence of ovulation 
in the ovarian transplant. In no case did implanta- 
tion occur. 

With regard to the possibility of using ovarian 
transplants in the eye in tests for pregnancy, the 
authors state that they are now trying to simplify 
the technique of the preparation of the animals so 
that castration and implantation of tissue into the 
eye may be done at the same operation. The only 
risk will be from the injection of toxic urine. They 
have used eight animals in these tests without 
failure. 

From the results of the experiments reported the 
following conclusions are drawn: 

1. Because of the ease of the transplantation, 
constant visibility, the fluid-filled space for growth 
and nourishment, and prompt vascularization, the 
anterior chamber of the eye is an ideal location for 
the study of the growth and physiological response 
of transplanted tissues. 

2. It has been proved that endometrial tissue 
has peculiar properties of proliferation of its epi- 
thelium with invasion of adjacent structures forming 


gland-like spaces, and that frequently this epithelium 
undergoes a metaplasia to a type resembling tubal 
epithelium. 

3. Isolated segments of transplanted endome- 
trium retain the property of alternate congestion and 
blanching which seems to be under the immediate 
control of ovarian activity. 

4. The evident ease with which such a highly 
specialized tissue as the ovary can be made to live 
in the anterior chamber of the eye is surprising. 
Over relatively long periods transplants will remain 
quiescent or resistant to their usual stimuli if other 
ovarian tissue is present in its normal location. 

5. In some instances at least, the germinal epi- 
thelium suggests a power of proliferation. In others, 
it suggests the ability to initiate new follicular 
formation. This may be due to a compensatory 
hypertrophy following castration, as indicated by 
the spontaneous appearance of follicles in trans- 
plants previously inactive. More definite evidence of 
this possibility is suggested by the regular appear- 
ance in implants of a sudden sensitivity to ordinary 
ovarian stimuli following castration. 

6. It is necessary to conclude that not all ovarian 
tissue is simultaneously responsive to known potent 
stimuli. This may be due to the fact that a portion 
is in a resistant phase or that new ovules are in the 
process of formation and growth. These physio- 
logical functions are under the control of blood- 
borne stimuli and are independent of location and 
nerve supply. Rosert M. Grier, M.D. 


4 
ce 
Ne 
of ‘ 
id 
in 
8, 
ng 
ly 
gs 
la 
ae 
he 
al- 
en 
ry 
vi- 
ed 
he 
an 
ive 
ial 
ved 
ear 
the 
ied 
5 
— 
clic 
As 
on- 
ian 
and 
ol 
and 
“ith 
bits 
to 
nce 
i 
om 
size 
arge 
was 
ted. 
its 
bits 
ix 


PREGNANCY AND ITS COMPLICATIONS 


Pall, G.: The Manoilov Pregnancy Reaction (Die 
Manoiloffsche Schwangerschaftsreaktion). Orvosi 
hetil., 1932, 351. 


The author has tried the Manoilov test for preg- 
nancy in 150 cases. The technical details were 
carried out exactly according to the instructions. 
The following conclusions are drawn: 

The test is not sufficiently reliable for the early 
diagnosis of pregnancy as a positive result was ob- 
tained in only 21 per cent of the cases. For purposes 
of differential diagnosis the reaction is useless as 
positive results were obtained in a large number of 
cases of inflammatory disease, tuberculosis, tumors, 
and nephritis. When pregnancy is advanced the 
test is nearly always positive, but from a practical 
standpoint it is then of no value as in advanced 
pregnancy there are many sure signs of the condition. 
The simplicity of the test is in its favor. 

If, by some modification, the reliability of the test 
in the early months of pregnancy could be improved, 
the procedure would be a very valuable diagnostic 
aid. At present, however, its reliability cannot be 
compared with that of the Aschheim-Zondek test. 

E. GoOLpBERGER (G). 


Motta, G.: Problems Connected with Pregnancy in 
an Atretic Rudimentary Uterine Horn, with 
Reference to the Roentgenological Diagnosis 
(Su alcuni problemi legati alle gravidanze in corno 
uterino rudimentario atresico, con riguardo alla 
diagnosi radiologica). Arch. di ostet. € ginec., 1932, 
XXXIX, 425. 

The author reports a case of advanced pregnancy 
in an accessory uterine horn with retention of a 
greatly macerated fetus, in which the clinical and 
roentgenological diagnoses were confirmed by opera- 
tion. The genital condition in this case apparently 
falls into the group of asymmetrical aplasias due to 
incomplete fusion and unequal distribution of the 
muellerian ducts. 

As the fallopian tube on the atrophied side is not 
patent, the fertilization of the ovum in such a case 
probably takes place in the peritoneal cavity from 
sperm entering through the other fallopian tube. 
The mucosa of the rudimentary structures is prob- 
ably capable of developing only an imperfect 
decidua. The rupture of the ectopic pregancy is 
probably due to the combination of a dynamic fac- 
tor and the poor decidua which is impotent as a pro- 
tective layer against the erosion of the chorionic villi. 

The best aid in the diagnosis is X-ray examination 
with the intra-uterine injection of lipiodol which 
shows the size and shape of the uterine cavity and 
the patency of the tubes. In a case of the type 
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reported only one tube is patent, the uterine -avyity 
has an abnormal shape with only one angle, and 
there is a pointed lateral flexion of the uterus which 
is characteristic of double uterus. It would be difi- 
cult for other tumors to bring about this co :abina- 
tion of findings by pressure alone. 

A. Loustr Rosi, M.D. 


Batisweiler, J.: The Pathology and Therap of the 
Anemia of Pregnancy (Pathologie uni! \erapie 
der Graviditaetsanaemie). Orvosi helil., 1:2, pp. 
365, 393, 418. 


The pernicious anemia of pregnancy oy hwmo- 
pathia gravidarum is a severe anemia «hich is 
closely related to the pregnancy, but never: heless is 
to be considered a toxicosis of pregnar: Fre- 


quently the morphological blood picture resembles 


that of the essential anemia of Biermer. while in 
other cases it resembles more that of chlorosis. 
Accordingly there are two types to be differentiated: 
(1) the hyperchromic type, with a color index 
greater than 1, which resembles the color index of 
Biermer anemia; and (2) the hypochromic type 
with a remarkably small color index, which re- 
sembles chlorosis. An intense oligocyth mia, a 
diminution in the hemoglobin, and the appearance 
of young elements and evidences of degeneration 


occur in both groups. They differ from liermer’s 
anemia in the following manner: 

1. The bilirubin content of the serum is normal 
or only moderately elevated. 

2. Urobilinogen is absent in the urine. 

3. The gastric secretion is normal, hypo-acidity is 
rare and can disappear. 

4. After the termination of pregnancy and the 
puerperium, the disease can end in permanent re- 


covery. 

5. After the pregnancy there is no recurrence. 
During the pregnancy relapses are rare, !:t may end 
fatally. 

In the treatment it is of the utmost {portance 
that such improvement of the condition | reached 
during pregnancy with stomach and liver prepara 
tions that completion of the pregnancy is made pos 


sible. 
The author compares the results of treatment be- 


fore and after the discovery of liver therapy. Form- 
erly, with iron and arsenic therapy and ir jections of 
transfusions of blood, 61 per cent of the patients 
were cured and 39 per cent died. Ina series ol forty’ 
four cases it was possible to increase the sumber 0! 
cures to 84 per cent and to decrease tiv mortality 
to 15 per cent by the use of liver therapy. 

The author reports five cases which he i 


served during the past four years; three cnde 
cure and two terminated fatally, In one o/ the latte 
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cases liver therapy had not yet been employed, and 
in the other case no time for its application remained 
after the patient came under observation. 

With the proper therapy and timely diagnosis of 
this disease, the prognosis is good. In view of the 
therapeutic successes, the author does not consider 
the interruption of labor justifiable, but advocates 
timely and consistent treatment with liver prepara- 
tions of iron and arsenic, and in case of necessity, 
blood transfusions. FE. GOLDBERGER (G). 


Anderson, D. F.: Gastric Acidity in Emesis and 
Hyperemesis Gravidarum. J. Obst. & Gynec. 
Brit. Emp., 1932, Xxxix, 558. 


In studies of intake and output in cases of preg- 
nancy associated with vomiting it was found that in 
most cases of hyperemesis gravidarum the vomitus 
collected over a period of twenty-four hours con- 
tained no free hydrochloric acid and in the remainder 
its concentration of acid was very low. Hence it 
appears that little or no acid is lost from the body 
and there is little basis for the assumption of a rela- 
tive alkalosis. 

The authors next made an investigation of the 
gastric acidity by fractional test meals. Previous or 
existing gastric troubles and urinary infections were 
carefully ruled out. Of twenty-one women suffering 
from’ more or less severe vomiting, fifteen had 
achlorhydria. Of the latter, thirteen belonged to the 
group with hyperemesis gravidarum and two had 
pyelitis. In the six others, only slight traces of free 
hydrochloric acid were found in the vomitus. That 
the achlorhydria was not due to the regurgitation of 
alkaline duodenal contents into the stomach seemed 
evident from the absence of bile in the vomitus. 

In addition to the routine management of these 
cases the patients were given dilute hydrochloric acid 
three times daily with apparent benefit. 

Harry W. Fink, M.D. 


Seitz, L.: Present-Day Theories Regarding the 
Toxicoses of Pregnancy (Der gegenwaertige Stand 
der Lehre von den Schwangerschaftstoxikosen). 
Klin. Wehnschr., 1932, i, 881. 


The author discusses the physiological changes 
brought about by pregnancy. The cause of these 
changes lies in the chemical and physicochemical 
changes in the organism, in the metabolism as well 
asin the chemical composition of the blood and body 
luids. The glands of internal secretion suffer marked 
changes as the introduction of a new and specific 
endocrine organ, the placenta, into the glandular 
chain leads to a disturbance of the equilibrium of 
the ductless glands. 

The author discusses briefly the morphological 
and functional changes taking place in the ovary, 
the anterior lobe of the hypophysis, the thyroid, the 
parathvroids, and the adrenals, and emphasizes that 
we still do not know how these morphological and 
‘unctional alterations of the endocrine glands affect 
the female organism biologically and clinically. 
Metabolic studies made during pregnancy show 
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definitely an increase in the amount of highly mo- 
lecular end-products of protein metabolism. There 
is a decrease in the ability to burn fat which leads 
to an increased formation of ketone bodies. Gross 
disturbances of carbohydrate metabolism are not 
demonstrable. The growing fetus exerts an espe- 
cially marked effect upon the mineral metabolism. 
The reaction of the blood is unusually labile. 

Important changes during pregnancy, such as 
those occurring in the vascular system and the 
changed reaction of the sympathetic nervous sys- 
tem, the two chief mediators between cells and 
organs, are secondary. In the female the vasomotor 
apparatus is in itself more sensitive and labile than 
in the male. It is understandable that this greater 
excitability is still further increased during preg- 
nancy and not infrequently causes disturbances. 
A physiological condition may quite insidiously 
become a pathological condition. A prerequisite 
for the increased demands made upon the organism 
during pregnancy is sufficient adaptability of organs 
and systems of organs. Constitutional inferiority 
may result in failure of the organism to develop a 
state of equilibrium. The result of such failure is the 
development of toxicoses. The liver and kidneys are 
the organs most frequently burdened by pregnancy. 
Accordingly they are most frequently the sites of 
functional disturbances which may progress to com- 
plete loss of function. It is emphasized that these 
are purely secondary symptoms which may appear 
just as suddenly as they later disappear. The rapid 
regression of all clinical symptoms and pathologico- 
anatomical changes after the interruption of preg- 
nancy or after parturition is an important character- 
istic of toxicoses. Various phases of these toxicoses, 
despite an identical clinical course, differ decidedly 
in their nature and findings. In this connection the 
author cites the cerebral eclampsia which he calls 
“‘Labilitaetseklampsie”’ in contradistinction to ec- 
lampsia of hepatic origin. The nephrogenous type of 
eclampsia is the most common form. 

The toxicoses of pregnancy are essentially nothing 
else than a more or less unsuccessful adaptation to 
pregnancy, which in the final analysis is due to 
endocrine disturbances brought about by toxic fac- 
tors. Whether a polyhormonal disturbance or a 
disturbance of a single gland such as the posterior 
lobe of the hypophysis or the thyroid is chiefly 
responsible has not as yet been definitely determined. 

In conclusion the author discusses treatment and 
emphasizes that diet is of great importance for 
prophylaxis as well as therapy, although it is impos- 
sible to prevent the development of pregnancy toxi- 
coses with certainty in every case. KessLer (G.) 


Polak, E.: A Contribution to the Treatment of Per- 
forating Appendicitis During Pregnancy (Kin 
Beitrag zur Therapie der perforierten Appendicitis 
waehrend der Schwangerschaft). Zentralbl. f. 
Gynaek., 1932, p. 1879. 


Polak reports two cases of perforating appendicitis 
during pregnancy. ; 
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In the first case, that of a para-ii thirty-three years 
of age, the first attack of appendicitis had occurred 
six years previously. In the seventh month of her 
third pregnancy the patient was suddenly seized 
with another attack and entered the hospital twenty- 
eight hours after it began. Following the application 
of an ice pack and the institution of a dietary régime 
the symptoms ceased, but four days later the signs 
of peritonitis developed. Laparotomy with a high 
lateral gridiron incision evacuated a thick, foul- 
smelling pus. Appendectomy was done without dis- 
turbing the uterus. The tip of the appendix was 
gangrenous and showed multiple perforations. The 
first week of convalescence was stormy, but the pa- 
tient gradually recovered without any disturbance 
of the gestation and was delivered normally at term. 

In the second case, that of a para-ii twenty-four 
years of age, the patient entered the hospital shortly 
before delivery with diffuse peritonitis on the third 
day of an attack of appendicitis. Operation was done 
immediately. The following night a full-term child 
was delivered in a state of asphyxia and could not be 
resuscitated. The mother was discharged in good 
condition four weeks later. 

The author believes that the treatment of per- 
forating appendicitis in pregnancy should usually 
consist in primary appendectomy and expectant 
treatment of the pregnancy. Termination of labor 
by vaginal cesarean section or some other operative 
obstetrical procedure is indicated if labor begins and 
progresses slowly after the appendectomy, if fetal 
death has occurred, or if appendectomy is technically 
impossible because of the gravid uterus. If the lat- 
ter fact is recognized beforehand, evacuation of the 
uterus may precede appendectomy. If it is deter- 
mined only during the course of laparotomy, the fol- 
lowing three-stage procedure is indicated: lapa- 
rotomy with provisional closure of the abdomen, 
evacuation of the uterus, ultimate correction of the 
abdominal condition. Amputation of the gravid 
uterus at the time of appendectomy is to be con- 
sidered only occasionally when the uterus is mark- 
edly involved in the peritonitis. Proper postopera- 
tive management is of the utmost importance. It 
should include the administration of medication to 
improve the circulation, glucose, insulin, bacillus 
coli and peritonitis serum, and papaverin or panto- 
pon instead of morphine to quiet the uterine con- 
tractions. Properly timed operation is the most 
important factor decreasing the mortality. 

H. H. Scuminp (G). 


Marchesi, F.: A Histopathological Comparison of 
the Kidneys of Pregnant and Non-Pregnant 
Rabbits After the Administration of Uranium 
Nitrate (Confronti istopatologici fra i reni di 
coniglie gravide e non gravide trattate con nitrato 
@uranio). Riv. ital. di ginec., 1932, Xvi, 375. 

To study the effect of toxic substances on the kid- 
neys, Marchesi selected uranium nitrate which 
seems to act upon the kidneys exclusively. He 
hoped by its use to obtain data on the toxemias of 


pregnancy which cause injury of the kidneys. To 
non-pregnant rabbits and rabbits at different stages 
of pregnancy he administered a 1 per cent solution 
of uranium nitrate in doses of 1 c.cm. per kilogram 
of body weight. The various animals received from 
two to sixteen doses subcutaneously on alternate 
days. 

On histological study, Marchesi found that the 
damage sustained by the kidneys was greater in the 
pregnant rabbits than in the non-pregnant rabbits 
which had received an equal number of iniections, 
In the cases of all of the pregnant rabbits the ura- 
nium nitrate caused abortion, and in the case of one 
of them it caused death. The lesion prodiiced was 
almost exclusively a degenerative lesion of ‘he con- 
voluted tubules and Henle’s loops. Some of the 
changes are shown by photomicrographs. \o note- 
worthy damage «as sustained by the glomeruli or 
the interstitial tissue. 

The author concludes that during pregnancy the 
kidneys are not in a state of anatomica! integrity, 

EuGENE T. Leppy, M.D. 


LABOR AND ITS COMPLICATIONS 


Czyzewicz, A.: The Birth Mechanism ([cr Geburts- 
mechanismus). Ginek. polska, 1932, Xi, 1 Sv. 


The author broadens the definition of the mecha- 
nism of labor to include not only the passage of 
the fetus through the birth canal but also all of 
the changes occurring in the genital organs during 
pregnancy and labor—the preparation of the birth 
passages and the expulsion of the fetus. In addition, 
a part may be played by the abdominal pressure, 
the contractions of the muscles of the vagina and 
the pelvic diaphragm, and, occasionally, the force 
of gravity in precipitate labors. 

In describing the uterine musculature and its 
layers the author calls attention to the muscle 
bundles discovered by him several years ago which, 
without interruption, unite the chief mass of the 
uterine muscle with the sphincter of the uterine 
orifice. He cites also certain details of his new ob- 
servations concerning the origin of the muscle 
bundles of the outermost layer of the uterus. He 
describes in general the changes in localization at 
the beginning and end of pregnancy. ‘These changes 
consist of an upward displacement occurring 
multaneously with the formation of the lower uter 
ine segment. 

A consideration of the effect of the contractio 
of the uterine muscle leads to the conclusion that 
in the first half of pregnancy, as a result of thes 
contractions, a force arises which exerts 4 uniform 
pressure upon the ovum from all sides. In the se 
ond half, and especially at the end of pregnancy al 
during labor, this contraction acts chiefly as 
expelling force from the fundus towari! the uteri 
os. On the basis of careful anatomical observation 

it may be assumed that this action must first ™ 
the fulcrum by maximal stretching o! the elastic 
elements (muscles and ligaments), and that 0”! 
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then can it act as an expelling force. The muscle 
bundles extending toward the fundus stretch first 
and after the fixation of these bundles the expulsion 
of the ovum takes place. 

It is therefore evident that these two forces work 
against each other. The expansion of the ovum 
acts as an eccentric force, whereas the pains, act- 
ing equally from all sides, constitute a concentric 
force. 

The author describes the mechanism of labor in 
detail and divides it into the following stages: 

1. The first half of pregnancy. The chief changes 
consist in a hyperplasia and a new formation of 
muscles which proceed more rapidly than the ovum 
can grow. Asa result, the ovum is able to develop 
itself without any hindrance. Nevertheless, in many 
pathological cases serious complications may arise 
in this process. A more rapid growth of the ovum 
hydramnion) exerts a dilating force which results 
in enlargement of the uterus without, however, 
changing its spherical shape. It is probably to 
thisabnormal dilatation that death of the fetus or the 
beginning of labor is due. The unexpected increase 
in the force of the pains, which continue throughout 
pregnancy as weak pains, exerts a concentric pres- 
sure upon the ovum and causes opening of the 
sphincters due to the action of the muscle bundles 
which directly unite the orifices with the muscle 
mass of the fundus. The author calls this widening 
of the uterine os which occurs without any pressure 
an “active widening.” This type, which occurs 
chiefly in the external uterine os, is evident espe- 
cially in cases of miscarriage and in deliveries occur- 
ting at the end of the period of labor pains. In mis- 
carriages it is very well seen after the discharge of 
the amniotic fluid and after the expulsion of the 
letus, 

The uterine contractions during a miscarriage 
have no expulsive power in the true sense, but force 
theembryo out because of the diminished resistance 
of the internal uterine os. 

The mechanism of miscarriage depends upon a 
hydrostatic action of the presenting pole of the 
ovum. It is different in principle from the mecha- 
nism of labor, as is evident from the fact that the 
portio is not effaced. Effacement is typical of labor. 
In abortion the placenta is not expelled until some 
(ime after the birth of the fetus because it has under- 
gone degenerative processes. Therefore its expulsion 
may be considered the third stage of labor. 

2. The second half of pregnancy. Characteristic 
of this period is more rapid growth of the ovum. 
this results in dilatation of the uterus and thinning 
ut of its wall. The change occurs at the weakest 
point, 1.€., between the internal os, which is re- 
ilorced by a sphincter, and the outer muscle layer. 
\nteriorly, this boundary is at the level of the inser- 
‘on of the round ligament, and posteriorly at that 
‘I the uterosacral ligament. Therefore the fundus 
"ses in the form of a dome and the entire uterus as- 
‘umes the shape of an egg. The lower bundles of 
the middle muscle layer lengthen themselves. At 
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the same time the muscles increase in size still more 
and since they are more numerous in the upper part, 
there occurs, so to speak, a displacement of the mus- 
cles toward the fundus and the upper part of the 
uterus. All of these are preparatory changes brought 
about by the elasticity of the ovum. The remainder 
of the work is borne by the pains of pregnancy. 
Under their influence the muscles in the uterine wall 
itself displace themselves upward. The displace- 
ment results in a progressive thickening of the fun- 
dus muscles and a thinning out and weakening of the 
lower parts. This is the beginning of the develop- 
ment of the lower uterine segment which, under the 
action of the pains, becomes larger. 

The anterior wall of the lower uterine segment 
swells more than the posterior wall, which meets 
with an opposing force in the sacrum. The pulling 
force upon the posterior wall causes a displacement 
of the external uterine os posteriorly. The anterior 
wall swells in the form of a balloon and enters the 
true pelvis without altering the portio vaginalis. 

3. The first stage of labor. This is a continuation 
of the changes occurring in pregnancy, which, be- 
cause of strong pains, proceeds more rapidly. As a 
result the definitive development of the lower uter- 
ine segment rapidly begins and ceases at the end of 
the first stage of labor. In this manner arises the 
great difference between the contracting forces of 
the muscles between the fundus and the body of the 
uterus on the one hand and the lower uterine seg- 
ment and the neck of the uterus on the other. Thus 
the contracting force of the uterus has changed itself 
into an expelling force. This depends entirely upon 
the lower uterine segment, without which neither an 
expelling force nor labor can occur. 

In cases of premature labor the lower uterine seg- 
ment has not reached its full development. This 
must be brought about by labor pains. Therefore 
the first stage of labor is prolonged. 

The external uterine os opens during the first part 
of labor simply by the protrusion of the anterior lip 
of the uterine os. The posterior lip has long since 
been effaced. 

4. The second stage of labor. In this stage the 
membranes rupture under the hydrostatic pressure 
of the amniotic fluid and the descent of the fetal 
head. 

5. The third stage of labor. This stage needs no 
explanation so far as the mechanism of labor is con- 
cerned. 

During pregnancy the chief issue lies in the con- 
version of the contracting force into an expelling 
force, whereas during labor it is the accommodation 
of the advancing head. The accommodation comes 
about through the molding of the fetal head into the 
form of a cylinder which accommodates itself to the 
axis of the true pelvis. The basis of this accommoda- 
tion is the fact that the fetal brain is a half liquid 
incompressible mass governed by hydrostatic laws. 
However, accommodation is possible only when the 
advancing head can press itself against the linea 
innominata of the pelvic entrance. 
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The pressure of the head against the innominate 
line is not brought about by the descent of the head 
although there is no doubt that the head is inde- 
pendent in comparison with the trunk. Under the 
influence of the expelling force the entire contents 
of the amniotic sac, including the head, descend 
lower. The head comes into intimate contact with 
the linea innominata. From this moment, the ante- 
rior part of the amniotic fluid is separated from the 
posterior part and the expelling force can act directly 
upon the base of the skull. This force acts upon the 
fetal neck through the body, chiefly the spine. In 
this way is produced pressure along the spine (fetal 
axis pressure), a pressure which is the resultant of 
the ‘general contents pressure.” 

This pressure is transmitted to the fetal head ac- 
cording to hydrostatic laws. The forces acting up- 
ward and toward the sides which go to make it up 
do not become effective as they are absorbed by the 
wall. The downward pressure force, since it meets 
no opposition, drives the preceding head surface 
downward. The lateral parts of the head follow the 
preceding part. In this manner the head is molded 
to the shape of an elongated cylinder. It adapts it~ 
self. 

The rotations of the head during expulsion need 
no further explanation. No doubt a force exists 
which, as described, exerts its pressure through the 
medium of the spine. The theory of Fritsch con- 
vincingly explains the first rotation of the head 
(flexion). For the second and third turnings the 
simple and clear explanation of Stumpf, which is 
based on the resistance of the soft parts and the laws 
of mechanics, is sufficient. The fourth rotation of the 
head is generally believed to be brought about by 
the passage of the shoulder girdle. 

The article includes 12 schematic illustrations. 

Kowa tsk1 (G). 


Walthard, M., and Frey, E.: The Modern Expectant 
Management of Labor and the Importance of 
the Number of Pains as a Basis for Its Termina- 
tion (Die neuzeitliche exspektative Geburtsleitung 
und die Bedeutung der Wehenzaehlung als Grund- 
lage fuer ihre Begrenzung). Monatsschr. f. Geburish. 
u. Gynaek., 1932, xCi, 157. 

The important factors in the functional progress 
of labor are to be sought, not in the duration of the 
labor, but in the condition of the fetal heart sounds 
and the number of pains occurring after rupture of 
the membranes. 

By an analysis of 3,000 labor charts Frey attempt- 
ed to answer the following question: Up to what 
number of labor pains after rupture of the mem- 
branes is spontaneous termination of the period of 
dilatation and expulsion still possible without harm 
to the mother and child? He made separate studies 
of labor in cases of normal and contracted pelvis, 
in primipare and multipare, and with and without 
premature rupture of the membranes. 

From the findings the authors conclude that when 
the membranes are not ruptured there is little 


clinical differences between cases with a large nym. 
ber and cases with a small number of pains, but 
when the membranes have ruptured the period of 
dilatation and expulsion must come to an end after a 
relatively small number of labor pains if spontaneous 
delivery is to occur without injury to the mother 
and child. 

The maximum numbers of labor pains under 
various conditions are given in tables. 

P. (G), 


Frey, E., and Ruefenacht, H.: The Maximum 
Number of Pains in Spontaneous Labor of 
Primiparz with Contracted Pelvis and Pre- 
mature Rupture of the Membranes. \ Con- 
tribution on the Expectant Management of 
Labor and Its Limits (Die Hoechstwehen/atilen der 
Spontangeburt bei Erstgebaerenden mit engem 
Becken und vorzeitigem Blasensprung. [in Beitrag 
zur exspektativen Geburtsleitung und deren Be- 
grenzung). Zéschr. f. Geburtsh. u. Gynaek., 132, cii, 
262. 


This article is a continuation of previous re- 
searches on spontaneous labor in 138 primipare 
with contracted pelvis and premature rupture of the 
membranes. In these cases the painless latent period 
after the premature rupture of the membranes con- 
tinued for an average of fourteen hours. In the cases 
of women with a normal pelvis it continued for 
fifteen and three-quarters hours. The same con- 
ditions, a shorter painless latent period in cases of 
contracted pelvis than in cases of normal pelvis, are 
found in multipare with premature rupture of the 
membranes. Even with a very long painless period 
(once twelve and one-quarter days), no delay of 
dilatation or expulsion, or of the placenta! period 
could be observed. The blood loss in the placental 
period, the condition of the children after birth, and 
the course of the puerperium were never un!«vorably 
influenced. Therefore by aseptic management of the 
latent period, rest in bed, and abstinence from vagi- 
nal examination, the necessity of inducing labor be- 
cause of premature rupture of the membranes is re- 
moved. 

In 86 per cent of the 138 labors the period of 
dilatation was ended after a maximum of 200 pains. 
In 20 cases more pains (up to 320) were necessary. 
In the latter, manual stretching and, in some In- 
stances, incision of the uterine os, were resorted toon 
account of rigidity. Spontaneous labor then oc- 
curred. The average number of pains in ‘he period 
of dilatation in primipare after premature rupture o! 
the membranes is greater (118 pains) in cases ol 
contracted pelvis than in cases of normal pelvis 
(72 pains). 

The authors conclude that the difficulties due to 
the lack of space in the contracted pelvis are not 
overcome by an increase in the power of ‘he palls, 
but by an increase in the number of the pains. his 
also applies to the period of expulsion. In the latter 
period the average number of pains in cases of con- 
tracted pelvis is 32 and in cases of normal pelvis, 19. 
In the cases reviewed the average maximum number 


of 
nu 
wel 
wh 
Th 
sta’ 
cee 
Tw 
sug 
tra 
bra 
toé 
pos 
to 

ope 
I 
me! 
casi 
nor 
stu 
The 
cast 
cast 
am 
and 
The 
cau 
mor 
ther 
chil 
trac 
cate 
pait 
still 
fol 
corr 
of 


Ast 

on 
ol ¢ 
inte 
mar 

: cont 

of | 
amil 
liver 
the 
the 

puer 

dica' 

Kru 
mish 
and 

Sebe 

In 

vear 

had 

cf 

= 


aw ite se CF 


of pains, for expulsion was 75. In 7 per cent a greater 
number of pains, up to 100, was required. Some of these 
were cases With deep transverse position of the fetus, 
whereas others were cases of funnel-shaped pelvis. 
The authors report also 6 other cases in which the 
stated average maximum number of pains was ex- 
ceeded. None of these labors ended spontaneously. 
Two of the children died. The authors therefore 
suggest that in the cases of primipare with con- 
tracted pelvis and premature rupture of the mem- 
branes the expulsion can be handled expectantly up 
toa maximum of 75 pains, and with deep transverse 
position of the fetus and in funnel-shaped pelvis, up 
to 100 pains. When these numbers are exceeded, 
operative procedures must be instituted. 

For the entire labor after premature rupture of the 
membranes an average total number of 150 pains in 
cases of contracted pelvis and or pains in cases of 
normal pelvis was counted. None of the 138 labors 
studied lasted longer than the maximum of 300 pains. 
The third stage of labor (placental period) in these 
cases showed no variation from the third stage in 
cases of normal pelvis so far as the duration, the 
amount of blood loss, the nature of the expulsion, 
and atonic secondary hemorrhage are concerned. 
The awaiting of the maximum number of pains also 
caused no disturbance of this period. The fetal 
mortality was 3.6 per cent. In 11 of the 138 cases 
there was a breech presentation and in 3 of these the 
child was born dead. Therefore in cases of con- 
tracted pelvis prophylactic version is contra-indi- 
cated. The awaiting of the maximum number of 
pains did not increase the incidence of asphyxia or 
stillbirths. A study of the course of the puerperium 
following these labors showed no increase of fever 
corresponding to the increase of pains. Also, it was 
of no consequence in the puerperium whether the 
pelvis was contracted or normal. Therefore in cases 
of contracted pelvis of the first grade it is to the 
interest of both the mother and child that expectant 
management of labor be recommended. Cases of 
contracted pelvis with a conjugata vera of less than 
7.5m. were treated by caesarean section as a matter 
of principle. Strict abstinence from vaginal ex- 
amination during the last four weeks before de- 
livery, and especially rest in bed and asepsis during 
the painless latent period after premature rupture of 
the membranes greatly influenced the course of the 
puerperium. The number of pains and the exact in- 
ications derived therefrom were compared with 
Kruckenberg’s formula. The latter proved to be 
misleading in a large percentage of the labors studied 
and was rejected. Scuwatm (G). 


Sebek, V.: Ventrofixation of the Uterus as an Ob- 
Stacle to Delivery (Ventrofixation der Gebaer- 
mutter als Geburtshindernis). Rozhl. chir. a gynaek., 
1932, X1, 30. 

: In the case reported, that of a para-ii thirty-six 

years old, ventrofixation of the uterus by laparotomy 

had been performed by a renowned surgeon seven 

‘tats previously for prolapse of the uterus and 
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vagina. A vaginal plastic was not done. The lapa- 
rotomy incision healed by secondary intention. 
When the patient was seen by the author she had a 
cystocele and a rectocele, both the size of a hen’s 
egg. The portio vaginalis, which was far back and 
above the promontory, could hardly be reached with 
the bullet forceps and could not be drawn forward. 
The posterior vault of the vagina was tightly 
stretched and drawn up, and the cervix was flexed 
forward at an acute angle. The fetus was in trans- 
verse position. In spite of good labor pains, the cer- 
vix remained closed. Because of the unfavorable 
anatomical relationships vaginal cesarean section 
seemed impossible. The classical section was there- 
fore performed. 

When the abdomen was opened the body of the 
uterus was seen to be firmly bound to the anterior 
wall of the abdomen by a cicatrix 2 cm. wide. This 
was separated cautiously, but only after the separa- 
tion of numerous superficial adhesions in the vesico- 
uterine space was it possible to free the uterus. The 
typical classical section was carried out with tubal 
sterilization and peritonization. The puerperium 
was complicated by bronchopneumonia. 

On the basis of this case and numerous similar 
cases reported in the literature the author empha- 
sizes the importance of great care in the operative 
correction of displacements, not only in the choice 
but also in the technique of the method. Ventro- 
fixation and vaginal fixation may be performed only 
after the menopause. If they are done before the 
menopause they should be followed by sterilization. 
For women of the child-bearing age the various types 
of suspension with the aid of the round ligament and 
the Alexander-Adams operation are to be recom- 
mended. When pregnancy follows a firm uterine fixa- 
tion, the woman should be kept under constant obser- 
vation and should wear an abdominal binder to cor- 
rect the increased anteversion as much as possible. 

GOLDBERGER (G). 


Michon, L.: A Point of Technique in Low Cesa- 
rean Section. The Systematic Use of a Peri- 
toneal Flap to Exclude the Operative Zone (Sur 
un point de technique de la césarienne basse. De 
Vutilisation systématique d’un lambeau péritonéal 
pour réaliser l’exclusion de la zone opératoire). 
Gynéc. et obst., 1932, XXVi, 305. 

In order to decrease the maternal mortality of the 
low casarean section, the surgeon must endeavor 
to operate outside of the peritoneum or at least to 
reduce the peritoneal stage to the minimum. 

Michon first makes a 15-cm. subumbilical median 
incision, incises the vesico-uterine peritoneum, and 
cuts the peritoneal flap. He then makes a transverse 
incision and detaches the flap with his index finger 
which at the same time lines and pads it with cellular 
tissue. The flap is split in the middle and the forceps 
are used to turn it back over the edge of the wound. 
In this way the large peritoneal cavity is excluded. 

The only complication observed by Michon was 
the appearance, in two cases, of a painful sub- 
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peritoneal haematoma in the iliac fossa on one side 
of the uterus which was accompanied by a rise in 
the temperature. This complication may be avoided 
by care in the use of the instruments and in the 
separation of the flap. The transverse incision gives 
a larger flap and a larger field than the longitudinal 
incision. 

Michon claims that this method of exclusion is 
quicker and more dependable than methods in 
which sutures are employed. Pace. 


PUERPERIUM AND ITS COMPLICATIONS 


Marconi, E.: A Clinical Contribution to the Study 
of Puerperal Infection from Influenza (Con- 
tributo clinico allo studio della infezione puerperale 
de influenza). Riv. ital. di ginec., 1932, xiv, 307. 

The author reviews the literature on the effect 
of influenza on pregnancy, labor, the puerperium, 
and the newborn child and reports seven cases. 

The epidemic form of influenza exerts a typical 
effect on all of the stages of pregnancy, labor, and 
the puerperium. It shortens the stages of labor and 
causes a typical puerperal infection which develops 
at the end of the first week of the puerperium. The 
local evidences of such an infection are pain and 
incomplete involution of the uterus, an increase in 
the amount and duration of the lochial flow, and 
a decrease in the production of milk. The isolation 
of the diplostreptococcus brevis from the blood 
stream, the endometrium, and the bloody lochia 
suggested that the local infection is secondary. 

In all of the cases reported by the author re- 
covery resulted as the epidemic was apparently a 
mild one. However, it is important to isolate all 
women who have shown symptoms of such an 
attack as the condition is contagious. There should 
be no change in the usual obstetrical procedures. 
In the cases reported, lacerations of the perineum 
healed normally. 

When the mother was in the active stages of the 
infection the newborn child was also attacked. 

A. Louts Rost, M.D. 


Kvater, E., and Rafalkes, S.: On the Question of 
the Anatomicopathological Changes in Septic 
Diseases Following Labors and Abortions (Zur 
Frage der anatomisch-pathologischen Veraenderun- 
gen bei septischen Erkrankungen nach Geburten 
und Aborten). Ginek., 1932, Xi, I. 


The authors review 782 cases of sepsis following 
delivery and 1o1 cases following abortion which 
came to autopsy. A tabulation of the causes of in- 
fection in septicemia, septicopyemia, and diffuse 
general peritonitis shows that the most common in- 
fections were the mixed infections, which occurred in 
568 cases, and the next most common were strepto- 
coccic infections, which occurred in 332 cases. 
Deeply penetrating inflammatory changes in the 
myometrium were found in g per cent of the cases. 
In only 45 cases was the uterus completely intact. 
In 30 per cent the tubes showed inflammatory 
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changes, and in most of these a pyosalpinx was pres. 
ent. Inflammation was found in the ovaries in 1;.- 


per cent of the cases, and parametritis in 25 per 
cent, the latter especially in septicopyamin. The 
high incidence of parametrial affections speaks 
against the theory that localization in the para- 
metrium is to be considered evidence of a favorable 
prognosis. 


Thrombophlebitis occurred in 412 (42.24 per cent) 
of the cases. It occurred in the small parametrial 
veins 104 times, in the pampiniform plexus : ; times, 
in the uterine veins 3 times, in the vagina! veins 
twice, in the hypogastric vein twice, in the inferior 


vena cava twice, in the femoral vein 8 times, in the 
right ovarian vein 45 times, in the left ovarian vein 
twice, and in both right and left ovarian veins 1y 
times. Combined thromboses occurred ; >> times 
and aseptic thrombi in the lymphatic tracts 25 
times. Of the latter, 5 were due to pure strepto- 
coccus infections. Septic thrombi in the veins de- 


velop by continuity, but may also occur anywhere in 
the body from general or local causes. 

Inflammatory changes in the heart were found in 
149 (15.32 per cent) of the cases reviewed. J\welve 
were cases of endocarditis. On culture, streptococci 
alone were demonstrated 67 times, staphylococci 
alone 16 times, and mixed infections 65 times. In 
the cases of endocarditis there was a marked pre- 
dominance of streptococcic infections. 

Diseases of the lungs and pleura were found in 257 
(26.4 per cent) of the cases. The infection usually 
spread by the hematogenous route. 

Changes in the liver were discovered in oniy 2 per 
cent of the cases. In cases of septicopywmia they 
consisted chiefly of parenchymatous degeneration. 

The kidneys were infected in 75.23 per cent of the 
cases. Asa rule the infection occurred by the hema- 
togenous route. Extensive parenchymatous injuries 
were often observed. Of ror cases with pus foci in 
the kidneys, simultaneous endocarditis occurred in 
only 30. Accordingly there is no direct relationship 
between these two organic affections. !’articular 
attention should be paid to diseases of (he urinary 
tract in puerperal affections. Von Knorre 


NEWBORN 


Peralta Ramos, A., Jr.: Fracture of the Clavicle in 
the Newborn in Spontaneous Labor with 
Cephalic Presentation (La fractura de !« clavicula 
del recien nacido en el parto espontanco en pre- 
sentacion cefalica). Bol. Soc. de obs!. \ ginec. de 
Buenos Aires, 1932, Xi, 437. 


At the Rivadavia Maternity Hospit«!, Buenos 


Aires, fracture of the clavicle of the iniant during 
birth is very rare, occurring only about once I 
1,000 deliveries. The site of the fracture is usually 
the junction of the middle and anterior thirds o! 
the bone. The prognosis is good for both « natomical 
and functional recovery. : 
Predisposing causes are large size o! ‘he child, 
small size of the maternal pelvis, ani powerful 
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uterine contractions. The greater frequency of the 
fracture in the children of multipare than in those 
of primipare is probably explained in part by the 
larger size of children born after the first child and 
the greater rapidity of labor, atypical mechanism 
of labor due to relaxation of the tissues, and diminu- 
tion of the calcium content of the blood in multip- 
are. 

Predisposing causes in the fetus are syphilis of the 
bones, rickets, auto-intoxication, and intra-uterine 
osteomalacia. 

In most cases the determining factor is the use 
of manual aid in the delivery of the shoulders. 
Sudden and powerful traction and manipulation are 
dangerous even when they are employed according 
to the correct method. The incidence of fracture of 
the clavicle of the child during delivery would be 
further reduced by judicious waiting on the part 
of the obstetrician and more properly timed use 
of manual aid in the release of an impinging 
shoulder. R. MEEKer, M.D. 


MISCELLANEOUS 


Eymer, H.: The Treatment of Chorionepithelioma 
(Zur Behandlung des Chorionepithelioms). Strah- 
lenthera pie, 1932, xliv, 241. 

The author discusses the question as to whether 
chorionepithelioma should be treated surgically or by 
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irradiation. The material of the Heidelberg Clinic, 
consisting of nine patients observed during the last 
twenty years, was investigated. 

In five of the cases the chorionepithelioma de- 
veloped after a hydatidiform mole and in four after 
an abortion. Six patients who were treated surgi- 
cally are free from recurrence. One has been well for 
twenty-one years, three for six years, one for three 
years, and one for one year. One patient subjected 
to irradiation therapy in 1914, who received an 
enormous overdose and in addition, was given intra- 
uterine treatment with radium, died from irradiation 
cachexia. Another patient died from cerebral metas- 
tases. Nothing is stated about the local effect of the 
irradiation. In a third case only a temporary effect 
was obtained from the use of the X-rays and radium, 
whereas the local implantation of thorium-X needles 
into the tumor gavean excellent result. However, the 
period of observation in this case is still very brief. 

According to Wintz, who reports excellent results 
from radium treatment of chorionepithelioma, X-ray 
irradiation appears also to be justified in these cases. 
Overdosage is to be feared more then anything else. 
A low hemoglobin content does not contra-indicate 
irradiation. Since, in the past, one-fourth of all the 
patients with chorionepithelioma died because of 
inoperability, the use of irradiation must be con- 
sidered an advance in the treatment of this con- 
dition. SCHROEDER (G). 
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ADRENAL, KIDNEY, AND URETER 


Camp, J. D., Ball, R. G., and Greene, C. H.: Calci- 
fication of the Suprarenal Glands in Addison’s 
Disease. Am. J. Roentgenol., 1932, xxviii, 594. 


Although isolated cases of roentgenological evi- 
dence of calcification of the suprarenal glands in 
Addison’s disease have been reported, there are no 
available data on the frequency of such visible cal- 
cification. The authors therefore endeavored to de- 
termine the incidence of calcification in: (1) supra- 
renal glands removed at autopsy, and (2) the supra- 
renal areas in cases of Addison’s disease. 

In a series of thirty-four cases diagnosed as Addi- 
son’s disease or tuberculosis of the suprarenal glands, 
X-ray examination led to a positive diagnosis of 
Addison’s disease in twenty-three and a questionable 
diagnosis of that condition in three. In eight it 
showed tuberculous lesions elsewhere. A series of 
normal glands were used for controls. The latter 
presented no evidence of calcification or increased 
density. The pathological glands showed wide varia- 
tions in density with very obvious calcification in 
certain cases. Three types of calcification were 
recognized: (1) gross calcification of the entire gland, 
(2) multiple, discrete areas of calcification through- 
out the gland, and (3) homogeneous increased den- 
sity of the whole gland suggesting a diffuse deposit 
of lime salts as in high-grade caseation. The findings 
were confirmed histologically and by chemical evi- 
dence of excessive calcium. 

In eleven (32.3 per cent) of the thirty-four cases 
there was roentgenographic evidence of calcification 
in the suprarenal glands which probably could have 
been demonstrated by careful studies during life. 
The authors therefore examined the suprarenal areas 
in all cases of Addison’s disease. An oblique view 
of the suprarenal region is necessary in order to re- 
duce the superimposition of other shadows. With 
the patient supine on the roentgenographic table, 
the side of the body opposite the side to be exposed 
is raised to an angle of 30 degrees from the horizontal. 
The tube is centered vertically over the tip of the 
sternum. Stereoscopic films are of considerable as- 
sistance. 

The shadows of calcification in the suprarenal re- 
gion must be differentiated from those of calcifica- 
tion in cartilage of the ribs, calcified mesenteric 
glands, atypical gall stones, calcified portions and 
stones in the upper pole of the kidney, calcification 
in the abdominal aorta and its branches, and calci- 
fication in a paravertebral abscess and an old peri- 
nephritic abscess. As the suprarenal glands move 
with the kidneys during respiration, roentgenograms 
made during inspiration and expiration will help to 
identify shadows that ordinarily do not move with 
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respiration. In questionable cases, correlation of the 
roentgenographic and clinical data will usually de. 
termine the diagnosis. The more chronic pathologi- 
cal changes with fibrocaseation or calcification ap- 
pear to be most readily demonstrable rocntgeno- 
logically. In Addison’s disease due to simple cortical 
atrophy the roentgenograms would obviously be 
negative. 

With the technique described the authors found 
calcification in the suprarenal glands in six of twenty. 
three consecutive cases of Addison’s diseise. 

Louis Neuwitr, M.D. 


Law, F. W.: Adrenal Neuroblastoma. /.:)):¢!, 1932, 
ccxxiii, 1101. 


A male child eleven months old, was brought for 
treatment by its mother who stated that it was un- 
usually irritable and she believed it had been blind 
for a week. The mother’s two other children had 
been born prematurely and had died alter a few 
weeks of life. 

On admission to the hospital, the child responded 
in no way to any kind of visual stimulus. .\ diagnosis 
of cortical amaurosis from postbasic meningitis was 
made. The temperature was normal, the pulse rate 
156, and the respiration 24. The tonsils and sub- 
maxillary glands were enlarged. There was slight 
abdominal distention, and several sulycutaneous 
nodules were palpable. One of the latter was situated 
over the eleventh rib in the scapular line; one, with 
satellites, in the left iliac region; one in the left 
lumbar region; and one in the right iliac region. 
These lumps, which measured about 1 in. square, 
were hard and had irregular edges. They could be 
moved freely under the skin, but were attached tothe 
deep structures. In the left hypochondrium there 
was a palpable, tender, abdominal tumor, the size of 
an orange, which moved with respiration and was 
believed to be the spleen. The pupils were inactive. 
but the other reflexes were normal. On Liopsy, the 
subcutaneous nodules showed poorly vascularized 
fibrous tissue. Examination of the blood revealed 
typical secondary anemia with a definite lympho- 
cytosis (which has never been noticed |efore) and 
polychromasia. The cerebrospinal fluid was prac: 
tically negative. There never was any proptoss 
papilloedema, or other ocular manifestation except 
absence of the pupillary reflex. The chili was rest 
less and fretful, and its head was definite! retracted. 
The temperature and pulse rate varied « onsiderably. 
Vomiting occurred four times. Loss of weight soo" 
became evident. A blood stain which became pr 
gressively larger and darker appeared on the mgm 
lower eyelid and before death another appeared 0 
the left lower lid. Death was preceded by an increas 
in the cerebrospinal fluid pressure. 
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At autopsy the eyelids were found discolored by 
subcutaneous hemorrhage. In the position of the 
leit suprarenal gland there was a mass of irregular 
growth, beneath and distinct from the spleen and 
closely adherent to the left kidney. The mass was a 
soft but solid tumor about the size of a tangerine, 
which lay upon the upper pole of the left kidney but 
did not involve the kidney. Surrounding the tumor 
and intimately connected with it were other smaller 
masses, some of which were firm and nodular and 
one of which was cystic. The cut surface of the 
tumor had a honeycombed appearance and was 
traversed by fibrous bands between which were 
numerous shallow and depressed areas. The right 
suprarenal gland was normal. The surface of the 
liver was apparently normal, but deep in its sub- 
stance there were numerous hemorrhagic foci of 
malignant infection. The lower pole of the right 
kidney showed a small nodular growth. All of the 
other abdominal organs appeared normal. In the 
thorax, enlarged and fleshy glands were found in the 
anterior mediastinum, especially behind the left 
sternoclavicular joint, in the bifurcation angle of the 
trachea, on the posterior thoracic wall in immediate 
association with the ribs on both sides of the spinal 
column, on the right side of the diaphragm, and in 
the lower lobe of the right lung. The brain showed 
considerable oedema of the pia-arachnoid membranes 
and definite pressure columns in the cerebellum. At 
the base of the skull there were two dark swellings 
beneath the dura anteriorly, one in the right orbital 
iossa and the other in the pituitary fossa. Both con- 
tained thick bloody fluid with little or no firm tissue. 
slight circumscribed discoloration above the left 
supra-orbital ridge suggested the beginning of an- 
other metastasis. On histological examination the 
suprarenal tumor and its metastases were found to 
be composed of small, round, closely packed, and 
deeply staining cells such as are typical of a neuro- 
blastoma of the suprarenal gland. 

In this case the distribution of the secondary de- 
posits was not typical as no deposits were found in 
the lumbar glands and only one deposit was discov- 
ered in the cranial bones. The subdural deposits 
Were very unusual. The blindness came about in an 
unusual and hitherto unrecorded manner, without 
the proptosis, papilloedema, or optic atrophy usually 
ound in these cases. The diagnosis was extremely 
lithceult and never made definitely. Leukaemia was 
vonsidered although no fundus changes were present. 
It is possible that the subcutaneous nodules were 
atypical secondary deposits in which the cellular 
elements had degenerated. Lours Neuwetr, M.D. 


Medina, E. R.: Pyelography by Elimination of 
Opaque Substances (La pielografia por elimina- 
clon de sustancias opacas). Rev. med. de Colombia, 
1932, Ul, 488, 544, 600, 656. 


: The author reviews the history of pyelography, 
‘scusses the various substances employed as 
‘Paque media, and describes the technique used in 
naking pyelograms, He then reports twenty-one 
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cases of various pathological conditions in which 
pyelography is done, including tuberculosis, renal 
lithiasis, hydronephrosis, and pyonephrosis. The 
article contains numerous roentgenograms of patho- 
logical and normal kidneys. 

AuprReEY Goss Morcan, M.D. 


Garcia, A. E., and Monserrat, J. L.: The Func- 
tional Value of the Kidney Involved by a Neo- 
plasm (Valor funcional del rinon tumoral). Rev. 
Assoc. med. argent., 1932, xlvi, 677. 


The divergence of opinion regarding the functional 
value of the kidney involved by a neoplasm may 
perhaps be explained by the difference in the tests 
used to determine the function. The authors studied 
the problem in eight cases in which a nephrectomy 
was done for tumor. In each case specimens of 
urine were obtained from each kidney with the aid 
of a ureteral catheter, the specimens were measured, 
urea and chloride determinations were made, and 
intravenous phenolsulphonphthalein and_ indigo- 
carmine tests were carried out. 

A definite functional deficiency of the involved 
kidney was found in all of the cases, including one 
case of early neoplasm diagnosed by pyelography. 
This deficiency seemed to vary with the amount of 
kidney tissue involved by the neoplasm and was 
manifested by all of the tests and criteria except 
one indigocarmine test. W. H. Martinez, M.D. 


BLADDER, URETHRA, AND PENIS 


Randall, A.: The Pathology of Bladder-Neck 
Obstructions. J. Urol., 1932, xxviii, 509. 

The author gives a simple pathological classifica- 
tion of bladder-neck obstructions. The three major 
pathological entities of the prostate producing the 
well-known symptoms of prostatism are, in order 
of decreasing frequency, as follows: 

1. Glandular hypertrophy. The prostate is a race- 
mose gland with five more or less definite glandular 
masses. Microscopically, the picture is that of 
adenoma. The common types of hypertrophy are: 

a. Simple bilateral lobe hypertrophy, intracap- 
sular variety. This produces symptoms without 
signs. Cystoscopic resection is useless. 

b. Solitary commissural hypertrophy. This usu- 
ally arises from the posterior region. It is a type of 
middle lobe enlargement accompanied by trigonal 
hypertrophy. Cystoscopic resection is of some 
benefit. 

c. A combination of Types a and b. Sphincteric 
dilatation occurs and the lateral lobes promptly 
herniate through the sphincter. The condition is 
often accompanied by a large amount of residual 
urine, weakness of the bladder walls, and cardiorenal 
complications. Resection may help to diminish the 
residual urine, but its curative effect will probably 
be transient. 

d. Solitary hypertrophic growth of the subcervi- 
cal gland of Albarran. This is the second type of 
middle lobe enlargement. It is of submucous 
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origin and causes mechanical obstruction because 
of its position. It is rarely of great size. Resection 
should result in cure. 

e. A combination of subcervical and lateral lobe 
enlargement associated with sphincteric dilatation 
and intravesical protrusion. The growth is un- 
limited and often gigantic. Resection fails. 

2. Median bar formation. This is a fibrosis which 
inevitably causes stenosis of the bladder orifice, re- 
sidual urine, and all of the symptoms of prostatism. 
It appears to be secondary to long-standing pro- 
static infection. Resection gives excellent clinical 
results. In the literature it has been called ‘‘con- 
tracture of the vesical neck,” “‘prostatisme sans 
prostate,” ‘‘prostatism in miniature,”’ “sclerosis of 
the internal sphincter,” “‘atrophy of the prostate,” 
and “fibrosis of the vesical orifice.” 

3. Carcinoma. The vast majority of the carci- 
nomata are true adenocarcinomata. The tumor may 
start in and involve any portion of the prostate. 
Grossly, the following two types are distinguished: 

a. A type in which the malignancy remains intra- 
capsular and spreads by direct proliferation or blood- 
borne metastases occur. In this type resection is 
of no value. 

b. A type with obstruction from phlegmonous 
induration about the vesical outlet which hampers 
the sphincter and trigonal muscles and produces nar- 
rowing of the posterior urethra. In this condition 
resection is of value as a palliative measure to over- 
come urinary retention. It is preferable to permanent 
suprapubic drainage. Maurice Mettzer, M.D. 


Kirwin, T. J.: The Evolution of Vesical Neck 
Resection. J. Urol., 1932, xxviii, 539. 


The author describes a new modification of the 
McCarthy type of resectoscope which he has used 
for the past two years. 

In the use of any such instrument for the relief 
of obstruction of the neck of the bladder a relatively 
low amperage is safer for cutting as well as for hemo- 
stasis. High temperatures cause deep coagulation 
with resulting necrosis and the possibility of post- 
operative hemorrhage, while conservative coagula- 
tion prevents necrosis and causes little injury of 
the tissues which are not resected, leaving them 
capable of regeneration without scarring. The author 
has obtained good results by simply applying a 
needle electrode with low amperage for a minute 
or less to the bulging mass. The principal feature 
of his instrument is a rotary wire electrode which 
simultaneously resects the tissue and seals up the 
severed vessels. The electrode works by a lever. 
Its rotary motion follows the contour of the bladder 
neck, leaving behind a smooth cone-shaped orifice. 
The field is cleared by irrigation and the electrode 
then slowly rotated so as to pass over the bleeding 
point and effect proper coagulation with reduced 
current strength. Other important features of the 
instrument are summarized as follows: 

1. The rotary electrode is in a fixed position while 
the cutting is in progress. This prevents the loop 
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from riding over the tissue engaged in the fenestra 
instead of passing through it. 

2. The sheath, being small, does not traumatize 
small urethra. In Size 24 the eccentric swing of the 
rotary electrode at its highest point is 28, the size 
of the cut therefore equalling that of a larger jp. 
strument. Size 28 makes a cut equal to 32, permit. 
ting the removal of sections of tissue of a sive here- 
tofore obtained only by the use of instrijments so 
large as to be injurious to the urethra. 

3. While the fenestra provides absolut« protec- 
tion for the vesical mucosa so that the urologist 
need not depend wholly upon his skill to avoid 
piercing the wall of the bladder or urethra, the 
electrode reaches outside the fenestra in i‘s eccen- 
tric swing, making larger resections possibile. 

4. Fixation of the tissue to be resected permits 
every section to be brought out as it is cuit off, the 
field therefore being kept unobstructed ai .1/! times, 

With the instrument as now constructed the 
author believes the method to be ideal for 

1. Contraction of the vesical neck. 

2. Carcinoma of the prostate (if any ins!rumenta- 
tion is possible). 

3. Congenital valves of the urethra 

4. Subcervical hypertrophy of Albarran’s glands. 

5. Slightly enlarged median lobe. 

6. Moderate median lobe hypertrophy with small 
intravesical protrusion of the lateral lobes or intra- 
urethral lateral enlargement. 

7. Slightly enlarged lateral lobes without median 
enlargement. 

8. Very aged patients unable to undergo open 


operation. 

g. Conditions of marked renal impairment, grave 
heart lesions such as auricular fibrillation, or other 
constitutional complications which do not improve 


under pre-operative preparation. In these conditions 
the aim is merely to establish drainage. 

For the patient in good physical condition present- 
ing marked intra-urethral and intravesical protrusion 
of the lateral lobes and hypertrophy of ‘he middle 
lobe, open operation will always be indicated. When 
the intra-urethral route is followed, exactly the same 
pre-operative precautions must be observed. 

D. Howes, M.D. 


GENITAL ORGANS 


McCarthy, J. F.: A Technical Considcration of 
Endoscopic Revision of the Obstructing Pros- 
tate. J. Urol., 1932, xxviii, 519. 

The author reports the observations he has made 
in the past year and a half in the endo-urethral 


management of prostatic obstructions. le states 
that the use of this procedure should be limited to 
urologists who are skilled in endo-uretiiral instru: 
mental methods and whose clinical and surgical 
training has been such as to enable tlicm to select 


the cases correctly and take proper cre of be 
complications that may occur sooner or later. hile 
McCarthy has performed the endo-uret)ral oper 
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tion with gratifying results in practically all forms 
and types of prostatic hypertrophy and during the 
past year and a half has performed only three or 
four prostatectomies, he believes the method should 
be limited to the correction of prostatic fibroses, 
slight and moderate enlargement of the middle lobes, 
and moderate combined enlargement of the middle 
and lateral lobes. Even in some of these cases, i.e., 
those in which bleeding occurs readily on instru- 
mental examination and those in which instrumental 
examination is followed by a rise in the temperature, 
it may be better to do a preliminary cystotomy and 
decide later whether a prostatectomy or revision 
should be performed. Revision may be contra- 
indicated. In cases in which the prostate is large 
or succulent or spongy, bleeds readily, and is of an 
angular form hindering the free use of the instru- 
ment, a cystotomy should be done first and prosta- 
tectomy or revision later. For decompression, the 
author favors the use of a No. 8 to 10 French soft 
rubber catheter. In most of his cases he has operated 
under caudal and paravertebral anesthesia induced 
with novocain and supplemented by urethral in- 
stillations of diothane. In spinal anesthesia, be- 
cause of the absence of the bladder reflex, there is 
danger of rupture of the bladder from over-disten- 
tion with the irrigating fluid. 

With regard to the amount of tissue to be removed 
there is a wide difference of opinion. The middle 
lobe is usually attacked first because the lateral 
lobes are then easier of access and also because, 
if necessary, the operation may be terminated at 
this point with symptomatic relief. 

In the after-care the author uses a No. 24 French 
soft rubber catheter with a whistle tip. 

McCarthy cautions against the use of a too 
strong current to obtain complete hemostasis as a 
strong current will itself puncture the vessel. How- 
ever, he urges the blanching of every hyperemic 
point. Every precaution should be taken to prevent 
infection, D. Hormes, M.D. 


Bumpus, H. C., Jr.: Results Five Years After 
Transurethral Treatment of Benign Prostatic 
Obstruction. J. Urol., 1932, xxviii, 561. 


Of 66 patients heard from five years after trans- 
urethral treatment of benign prostatic obstruction, 
48 expressed themselves as satisfied with the result 
ind 18 as dissatisfied. Of the latter, 6 had a pros- 
tatectomy later. Of the 12 others who were dissatis- 
hed, 2 wrote that they were free from urinary 
‘ymptoms, but had to have sounds passed occa- 
sionally. Accordingly it appears that the earlier 
predictions that late strictures would develop in the 
majority of the patients treated by the described 
method was refuted. 

This study of 102 cases in which prostatic tissue 
“as removed through the urethra more than five 
‘ears ago because of urinary obstruction seems to 
indicate that, with the improvement in technique 
Which has occurred in the last five years, transure- 
thral resection should be performed with less risk, 
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should require less time spent in the hospital and 
consequently less expenditure of funds, and should 
yield a final functional result equal in permanence to 
that usually obtained after prostatectomy. 


Day, R.: Endoscopic Resection of the Prostate. J. 
Urol., 1932, XXxviii, 560. 

By “prostatic resection” the author means the 
excision of all obstructing portions of the prostate. 
He does not apply the term to small excisions made 
from large adenomatous prostates on the theory 
that when a small amount of tissue is excised from 
such prostates marked shrinkage will ensue. In 
cases of fibrosis and small median lobes, resections 
are minor, but when more than 5 gm. of tissue are 
removed, the operation becomes a major procedure. 
In the sclerotic and median lobe hypertrophies re- 
section is excellent, but in the classical hypertrophies 
it is still in the experimental stage. It is a procedure 
for the expert. Day believes that patients with 
generalized hypertrophy fare as well or perhaps 
better if subjected to enucleation. The various re- 
quirements of major resections have been met best 
by the use of the cutting loop developed by Mc- 
Carthy. Bleeding is much more easily controlled 
with the change of current. The Stern-Davis and 
the McCarthy panendoscope have advantages. 
Skillful surgeons have obtained good results also 
with other instruments. 

Day reviews seventy-one loop resections per- 
formed since November 1, 1931 by seven well- 
trained urologists. There were nine deaths—six 
from primary hemorrhage and insuing shock, two 
from multiple abscesses of the kidney, and one from 
acute dilatation of the heart. The total mortality 
was 12.7 per cent. The first forty-one cases were 
unselected. In most of them the prostatic hyper- 
trophy was of Grade 4. All of the deaths occurred 
in the first forty-one cases, the mortality in this 
group being therefore 22 per cent. A large number 
of the patients were considered unfit or extremely 
poor risks for prostatectomy. Of the thirty selected 
cases, eighteen were private cases. The freedom 
from undue bleeding in the selected cases was at- 
tributed chiefly to the use of a two-machine hook-up. 
In the thirty-nine cases in which the author per- 
formed a major loop resection there were two 
deaths, both due to primary hemorrhage. In both 
of the fatal cases the hypertrophy was of Grade 4. 
In each, about 20 gm. of tissue were resected. Four 
of the seventy-one patients whose cases are re- 
viewed were later subjected to prostatectomy. One 
of them was subjected to resection twice with the 
removal of a total of 33 gm. of tissue. Several 
months after the resection the residual urine varied 
from 75 to 100 c.cm. Emer Hess, M.D. 


Alcock, N. G.: Ten Months’ Experience with 
Transurethral Prostatic Resection. J. U’rol., 
1932, XXVili, 545. 

After investigating Davis’ work, Alcock decided 
to give transurethral prostatic resection a trial. He 
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concluded that it offered excellent vision, permitted 
the accurate removal of an adequate amount of ob- 
structing tissue, and allowed adequate control of 
hemorrhage. He decided to try it on all cases with- 
out selection and to draw no conclusions until he 
had used it in 150 consecutive cases. 

Since August 1, 1931, he has seen 218 patients 
complaining of prostatic symptoms. Of these, 175 
were subjected to resection. During the same period 
of time only 2 prostatectomies were done. The 175 
patients were treated in a period of only ten months. 
The author states that it will be impossible to re- 
port a follow-up study until at least a year has passed 
since the resection. He states that he was extremely 
conservative in recommending operation. 

The average age of the 175 patients was seventy- 
one and four-tenths years. The oldest patient was 
eighty-five years. 

In 28 (16 per cent) of the cases the condition was 
a carcinoma, and in 147 it was a benign hypertrophy. 
Six of the patients had had previous prostatectomies, 
and 18 had had cystostomies. 

In the last seven months the author has not done 
cystostomy as a preliminary step to resection. The 
preparation has been the same as for prostatectomy. 
Transsacral block or spinal anesthesia has been used. 

In the 175 cases 200 resections were done. Fifteen 
patients required 2 resections and 5 required 3. 
Of the 20 patients requiring more than 1 resection, 
15 were among the first 50 treated. Of the 5 others, 
3 had a carcinoma. 

There were 18 deaths. The mortality was in direct 
ratio to the author’s experience. Most of the dis- 
turbances occurred in the first 50 cases. ° 

The amount of tissue removed was entirely in- 
adequate. In the first 50 cases hemorrhage was 
controlled at operation. In practically all of these 
cases there were postoperative reactions manifested 
by chills and a fever of from tor to 104 degrees F. 
Many of the patients were very ill. 

The amount of tissue removed seems to have 
very little relation to the result. The effect should 
be made, not to see how much tissue can be taken 
out, but to determine accurately the site of the ob- 
structing part and remove that part completely. 

In the first 50 cases reviewed the resection re- 
quired from one to two hours, whereas at the present 
time it requires only from twenty-five to fifty min- 
utes. 

In 3 cases the resection was a complete failure. 
One patient had a prostatectomy and 2 had a cystos- 
tomy. All 3 died. Two deaths were due to coronary 
occlusion, and one was the result of cerebral throm- 
bosis. Several of the 18 deaths are attributed to the 
author to faulty technique or faulty preparation. 

In none of the author’s cases has hemorrhage 
been responsible for death or exerted any effect on 
recovery. However, Alcock does not minimize the 
danger of operative bleeding. He believes that in 
general there is less bleeding in cases of carcinoma 
than in those of hypertrophy, and that there is no 
difference in the amount of hemorrhage in cases of 
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large prostate and cases of small prostate. He ha, 
found that there is more hemorrhage when the 
cutting is done at 4 and 8 o’clock of the circle than 
when it is done on the floor or more anterior in the 
lateral lobes. The bleeding which occurs from the 
cut edges of the mucous membrane near the bladder 
is more profuse than that occurring deep down jy 
the prostate and is the most difficult bleeding to 
control. In 2 of the earlier cases reviewed it was 
necessary to remove the resectoscope ani! insert a 
cystoscope to get at the bleeding point. The author 
continues to cut from one area until the hemorrhage 
begins slightly to interfere with vision and then 
carefully searches for the bleeders and stops them 
one at a time. When he finishes cutting from one 
area he controls the bleeding from that area before 
he resects in another. He attempts to cut witha 
minimal amount of coagulation and to control the 
hemorrhage by coagulating only at the source of 
the bleeding. Most of the reactions occurred in 
the first 50 cases reviewed. 

In none of the cases reviewed was there true in- 
continence. Of the 3 patients who could not control 
urination, 1 was insane and the 2 others had ad- 
vanced cerebral arteriosclerosis and were mentally 
irresponsible. 

In practically all of the cases there was some re- 
sidual urine. This seemed to persist for some time 
and then gradually disappeared. The author be- 
lieves that residual urine must persist for several 
weeks before a second resection is indicated. 

The most common causes of death have been 
sepsis and uremia. In 2 of the cases reviewed there 
was an encrusted cystitis. In 6 of the cases in which 
vasectomy was not done, epididymitis developed 
Therefore vasectomy is not a part of the preparation. 
Foul-smelling urine for several days alter resection 
indicates necrosis and gangrene. ‘Two jaticnts died 
of these conditions. They have not occurred in the 
last 100 cases. 


Transurethral prostatic resection is 0! value from 
the standpoint of economy as it increases by 3”2 
times the number of patients who can be cured for 
in the same number of beds. The saving in gauze 
and cotton resulting from the new method as com 
pared with the old methods of prosta!ectomy has 
amounted to approximately $7,000 during the first 
year. Iss, M.D. 

MISCELLANEOUS 


Hyman, A., and Edelman, L.: Medical and Surgical 
Aspects of Haematogenous Infections 
Urology. J. Urol., 1932, xxviii, 173. 


Bacteriemia from disease of the uriniry tract 8 
more common than was formerly believed. Ever 
when cultures are made at once, the condition 5 
still often unrecognized because of errors in technique 
or withdrawal of the blood at the improper time 
In the early days of urology it was note: that severt 
reactions with chills and fever occasiona!!y followe' 
the passing of sounds. The fever was calle! “urethral 
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fever,” but is now known to have been due to in- 
fection of the blood stream. 

In a consideration of invasions of the blood by 
bacteria it is necessary to distinguish between bac- 
teriemias, which as a rule are transitory and sub- 
side spontaneously, and true septicemias, which run 
avery severe course often associated with metastatic 
phenomena and a very high mortality rate. 

It is not always possible to determine the portal 
of entry or the focus from which a bacteriamia 
originated. In the majority of the authors’ cases the 
condition had its origin in the kidney or urethra. 
Undoubtedly in some cases dormant organisms are 
disseminated in the blood stream by trauma. As 
the urethra normally harbors organisms, so-called 
catheter fever may not be due to the passage of 
infected instruments. Following minute abrasions, 
absorption takes place. 

The clinical course of blood-stream invasion differs 
inno way from that of sepsis due to other urological 
conditions. The presence of colon bacilli in the blood 
stream is usually transitory. The coccal infections 
are more apt to be followed by secondary mani- 
festations and to run an atypical course, especially 
as regards the temperature curve. The staphylo- 
coccic infections of the renal parenchyma resulting 
from sepsis are often difficult to diagnose. The con- 
stitutional symptoms vary according to the severity 
of the local lesions in the kidney. 

Preventive measures are of prime importance. 
Gentleness in instrumental examinations and rigid 
asepsis in instrumental examinations are absolutely 
essential. In the presence of infection, liberal intra- 
venous and intramuscular injections of fluids with 
glucose will help to overcome the sepsis and sup- 
portive measures, including blood transfusions, are 
indicated to keep up the resistance. 

In forty-five of the sixty-four cases reviewed by 
the authors, the infection was due to bacilli and in 
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nineteen they were due to cocci. In the cases of 
bacillary infection the mortality was 20 per cent, 
and in the cases of coccal infection it was 68.4 per 
cent. Joun P. O’NEtL, M.D. 


Stannus, H. S.: The History of the Recognition of 
a New Venereal Disease Comprising Climatic 
Bubo, Lymphogranuloma Inguinale, Esthio- 
méne, Chronic Elephantiasis and Ulceration 
of the Vulva, the Genito-Ano-Rectal Syndrome, 
Inflammatory Stricture of the Rectum. Proc. 
Roy. Soc. Med., Lond., 1932, xxvi, 7. 


Climatic bubo, a disease seen in the tropics, is 
caused by an ultramicroscopic virus. It was first 
described in 1865. It has apparently been proved to 
be neither syphilitic, tuberculous, nor cancerous. In 
1925 Frei introduced a subcutaneous test which is 
specific for the condition. In 1930 Hellerstrom and 
Wassen were able to infect monkeys by intracerebral 
inoculation of material obtained from infected 
inguinal glands. The incubation period was from 
six to twelve days. Later an antigen prepared from 
the brain, cerebrospinal fluid, or glands of the mon- 
key yielded a positive Frei skin test in patients 
affected with the disease. The condition was thus 
proved to be a definite entity. 

The disease involves the lymphatic system most 
frequently. In the male the primary lesion is usually 
an ulcer in the coronary sulcus. After from six days 
to six weeks the inguinal glands on one or both 
sides become swollen. Spontaneous resolution may 
occur or suppuration may develop. In the female 
the clinical picture is similar. The general symptoms 
include chills, fever, lassitude, pain in the limbs, loss 
of weight, and prostration. In a small percentage 
of the cases genital elephantiasis develops. 

The treatment should include measures to con- 
serve the glands and the evacuation of all foci to 
prevent recrudescence. Maurice ME.rzer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Correra, T.: The Clinicoradiological Picture of 
Osteopsathyrosis (Il quadro clinico-radiologico 
della osteopsatirosi). Radiol. med., 1932, xix, 1213. 


The author reports the case of a boy twenty years 
of age who had had multiple fractures from slight 
causes since the age of three years. The findings of 
clinical and roentgenological examination led toa 
diagnosis of fragilitas ossium (osteopsathyrosis). In 
the differential diagnosis of this condition it is nec- 
essary to rule out rachitis, osteomalacia, achondro- 
plasia, osseous syphilis, and osteopetrosis. 

EvuGENE T. Leppy, M.D. 


Ley, A.: A Case of Multiple Osteo-Arthropathy and 
Regional Adenopathy in a Tabetic, with a Dis- 
cussion of the Etiopathogenesis of this Con- 
dition (Consideraciones etiopatogénicas a propé- 
sito de un caso de osteoartropatias miltiples y 
adenopatias satélites en un tabético). Rev. de cirug. 
de Barcelona, 1932, li, 10. 


The case reported was that of a man of sixty-five 
years whose illness had begun about a year previously 
with weakness of the right leg. There was swelling 
of the right knee joint, but no fever or general dis- 
turbance. When the patient came for examination 
he showed the clinical and neurological picture of 
tabes and marked atrophy of the muscles of the 
arms, thorax, and shoulder girdle. Roentgen ex- 
amination disclosed the typical picture of tabetic 
osteopathy of the third and fourth lumbar vertebre, 
the hip joints, and the knee joints. There were no 
pathological reactions in the blood and spinal fluid, 
as is not unusual in tabes. Puncture of the right 
knee yielded a fluid which showed an intensely 
positive Wassermann reaction. 

Excision of one of the inguinal glands, which were 
enlarged on both sides, showed an intense plastic 
periadenitis uniting the glands into packets. His- 
tological examination of the gland disclosed a very 
chronic inflammation with intense lymphoid in- 
filtration, great destruction of the follicular and 
trabecular systems, and considerable vessel pro- 
liferation in the capsule and parenchyma. The 
newly formed vessels occupied a large part of the 
gland. Their walls were thickened by sclerosis of 
the media which was so marked that in some places 
the vessels were obliterated. The patient showed 
no signs of changes in the sympathetic nervous 
system. 

The author concludes that osteopathies of this 
type are due, not to nervous or trophic causes, but 
to syphilitic infection of the bone and its nutrient 
vessels. This theory is supported by the fact that, 
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when given before irreparable changes have taken 
place, specific treatment yields good results 
AubrREY Goss Morac... \_.D. 


Jenkins, H. P., and Delaney, P. A.: Benign Angi- 
omatus Tumors of Skeletal Muscles. Surg., 
Gynec. & Obst., 1932, lv, 464. 

This article is based on 256 cases of anviomatous 
tumors arising primarily in the skeletal muscles, 
The age and sex of the patient, the history, the 
muscle involvement, the diagnosis, the treatment, 
the pathological changes, and the results in) 62 cases 
are presented in tables. One case is reported. 

The most consistent finding was a congenital 
factor. In 17 per cent of the cases there was a his- 
tory of trauma. 

The diffuse type of tumor was much more frequent 
than the circumscribed type. Asa rule there was no 
extension into the tissues surrounding the muscles. 

Microscopic examination revealed cavernous 
spaces in a connective tissue stroma. 

In 79 per cent of the cases the tumor occurred 
during the first twenty years of life, and in 42 per 
cent it was located in the lower extremities. (Juadri- 
ceps involvement was present in 17 per cent. 


The tumor mass usually develops slow at first 
and is diffuse and tender. As a rule the skin over- 
lying it is freely movable. 

Pain was present in more than half of the cases 
reviewed. 


The treament indicated is local excision. The 
prognosis for life is excellent, but in 6 per cent of the 
cases reviewed recurrences developed. 

Rosert V. Funsti, M.D 


Marajfion Posadillo, G.: The Present-Day Concep- 


tion of Rheumatism (Concepto actus! de! reuma- 
tismo). Clin. y lab., 1932, xvii, 251. 

The author discusses both acute an chronic 
arthritis. For most of the chronic forms he recom- 
mends a more liberal nutritious diet 1) promote 
elimination. He emphasizes that the <igestive 
function should be kept at its best and ai) tendency 
toward sluggish elimination should be ccrrected by 
diet if possible. 

In all cases of arthritis, foci of infection in the 
tonsils, teeth, and prostate gland show! be elim- 
inated. Even though they may not be the cause 0! 
the rheumatism, they have an unfavorable ellec! 
on the course of the condition. 

In some cases, mechanotherapy, therap) 
and hydrotherapy are of value. oe 

Of the antirheumatic medicines, the ait hor lavors 
atophan and its derivatives. The ciiccts should 
always be carefully observed. In some cases these 


medicines seem to have an almost specilic action, and 
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inalmost all they give at least partial relief. The in- 
termittent use of iodides is also beneficial. Auto- 
genous vaccines from pharyngeal and intestinal foci 
were tried by the author in five cases. In one case 
the results were excellent, but in four cases they were 
negative. 

Mercury and bismuth should be tried in the dry 
varieties of arthritis even when there is no suspicion 
of specific disease. The author employed them in a 
series of fifteen cases with good results. 

In certain chronic non-tuberculous forms of 
arthritis small doses of the salts of gold recommended 
by Forestier are excellent. In tuberculous cases 
they are not always beneficial. Their effects were 
carefully studied by the author in ten cases of non- 
tuberculous chronic arthritis. In ten cases they 
gave good results, in three they caused an improve- 
ment, and in two they had no effect. 

Collip’s parathyroid extract was used in two cases 
with questionable benefit. A more thorough clinical 
trial is planned for the future. In the author’s opinion 
its use is more rational and less harmful than extir- 
pation of the parathyroids. 

In conclusion the author says that arthritis is one 
of the most obstinate diseases. The syndrome is 
complicated and many phases of the condition require 
more investigation. For the present it is of the ut- 
most importance for clinicians to learn to apply the 
numerous therapeutic measures already available. 

R. MEEKER, M.D. 


Coste, F., and Forestier, J.: The Streptococcus and 
Chronic Rheumatism (Streptocoque et rhuma- 
tisme chronique). Presse méd., Par., 1932, xl, 1580. 


The authors first review the literature on investi- 
gations to determine the cause of chronic rheuma- 
tim. In their own studies they first used Cecil’s 
technique of culture and re-inoculation. The cul- 
tures were observed for longer than a month and 
often again centrifugalized and re-inoculated at the 
end of that time. 

In five cases, Cecil’s technique was employed with 
a French peptone. The conditions studied were a 
subacute polyarthritis of unknown origin, arthritis 
of the knee of possibly tuberculous origin, a syphi- 
litic arthropathy, arthritis of the ankle of possibly 
gonococcal origin, and vertebral rheumatism of 
— gonococcal origin. The results were nega- 
ive, 

_In another group of cases Cecil’s technique was 
iollowed with the use of the peptone employed by 
Cecil. Cultures of the blood were made in the cases 
of twenty-one patients with subacute or chronic 
polyarthritis of unknown or doubtful origin, two 
patients with oligo-arthritis of uncertain origin, four 
patients with dry arthritis of probably tuber- 
culous, gonococcal, or syphilitic origin, two patients 
with acute articular rheumatism, and six controls 
five with scarlet fever in the initial stage and one 
with facial neuralgia). The articular fluid was 
‘tudied in the case of a patient with oligo-arthritis 
of possibly tuberculous origin and a patient with 
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subacute hydarthrosis of the knee of unknown 
origin. The results were negative. 

In a third group of cases the authors studied 
twenty samples of whole citrated blood and five 
samples of articular fluid. The blood was obtained 
from eleven patients with polyarthritis of unknown 
origin, three patients with oligo-arthritis of unknown 
origin, five patients with oligo-arthrisis of probably 
tuberculous or gonococcal origin, and one patient 
with acute articular rheumatism. The articular 
fluids came from a patient with a hydarthroidal 
polyarthritis, two patients with hydarthrosis of un- 
known origin, a patient with hydarthrosis of prob- 
ably tuberculous origin, and a patient with an acute 
hydarthrosis in which a peculiar type of coccus was 
found. No streptococci were isolated. 

In all, a negative result was obtained in fifty- 
seven samples of blood and seven samples of articu- 
lar fluid. 

The authors also carried out agglutination and 
fixation tests and inoculations of animals with 
typical streptococci and streptococci of the viridans 
type which were furnished by Cecil. Pace. 


Elmslie, R. C.: Calcareous Deposits in the Supra- 
spinatus Tendon. Brit. J.Surg., 1932, Xx, 190. 


Elmslie reports seven cases of shoulder pain in all 
of which operation revealed an inflammatory swell- 
ing and in some of which it disclosed calcareous 
granules and a small cavity in the humerus. Clini- 
cally most characteristic is a point of tenderness 
over the great tuberosity. In some cases trauma 
may play a part. The roentgen findings are very 
characteristic, but there may be a change in the 
shape of the shadow suggesting the presence of a sac 
containing opaque fluid. In some cases the presence 
of a cavity may be suggested by a patch of rare- 
faction in the great tuberosity. 

In the author’s cases operative removal of the 
lesion gave very satisfactory results. 

In the acute cases there is a central yellow patch 
which resembles a thin-walled abscess and is sur- 
rounded by inflamed tissue. In the chronic cases 
little abnormal is to be seen and it may be possible 
to determine the site of the calcareous matter only 
by making an incision into it. 

The lesion may be dealt with either by excising it 
completely down to the bone or by opening and 
curetting. The author prefers the former procedure. 
He makes the incision along the anterior border of 
the deltoid and lifts the muscle back. 

In the cases reported, the pathological changes 
varied. In the acute cases there was a central cavity 
filled with blood which contained non-crystalline 
calcareous matter in its margins and was _ sur- 
rounded by fibrous tissue containing patches of acute 
inflammation. In the chronic cases no definite 
central cavity was found and the calcareous ma- 
terial was embedded in fibrous tissue showing no 
evidence of acute inflammation, All cultures were 
negative. The results of chemical analysis of the 
calcium deposit were as follows: 
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Calcium phosphate............. 116 
Calcium carbonate.. . ee 
Total ash...... 


In conclusion the author says that the nature of 
these calcium deposits is still uncertain. As nothing 
similar has been found elsewhere in the body, it 
appears that a local anatomical lesion must be re- 
sponsible for their occurrence. It seems logical to 
assume that a tear of the insertion of the supra- 
spinatus occurs with resulting effusion of blood and 
of fatty tissue from the interior of the cancellous 
spaces, that calcification then occurs in this, and 
that the calcareous matter acts as an irritating 
foreign body. FREDERICK A. JostEs, M.D. 


Keyes, D. C., and Compere, E. L.: The Normal and 
Pathological Physiology of the Nucleus Pul- 
posus of the Intervertebral Disk. An Anatomi- 
cal, Clinical, and Experimental Study. J. Bone 
& Joint Surg., 1932, xiv, 897. 

This article, which is based on a careful study of 
the embryology, physiology, and pathology of the 
intervertebral disk and its nucleus pulposus, con- 
firms the work of Schmorl. The nucleus pulposus 
was found to be derived from notochord tissue with 
interspersed fibrous material and cartilage cells from 
the surrounding envelope of fibrocartilage. There- 
fore it is a highly specialized structure and neither a 
vestigial remnant of the notochord nor the result of 
degeneration of fibers of the annulus fibrosus of the 
intervertebral disk. The cartilage plate covering the 
flat plate of the vertebral body and the epiphyseal 
ring at the periphery of this surface are genetically 
one structure and are comparable to the epiphyses 
of the long bones. 

As the nucleus pulposus is a fibrogelatinous sub- 
stance, it is incompressible. It is under pressure be- 
cause of the elastic tension of the surrounding an- 
nulus fibrosus and the forces normally transmitted 
from one vertebra to another. It is limited above 
and below by the cartilage plates which, together 
with the annulus fibrosus, maintain it in position. 
The incompressibility of the nucleus pulposus makes 
it the axis of motion between the vertebra. Proper 
spinal mobility depends on its integrity. In ruptures 
of the annulus fibrosus or cartilage plates, even if 
they are minute, the semiliquid nuclear material 
escapes. A small leakage of this material may cause 
no symptoms as the intervertebral disk has no nerve 
fibers, but following the loss of a considerable 
amount the weight of the body is transmitted through 
the fibrocartilaginous annulus fibrosus and the latter 
becomes thinner, ultimately allowing the body 
weight to be transferred to the vertebral bodies 
themselves and thereby producing the lipping char- 
acteristic of spinal osteo-arthritis. In breaks of the 
cartilage plate, the nucleus pulposus material is 
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prolapsed into the spongy bone of the vertebral 
body. Here it sets up a reaction and becomes trans. 
formed into a cartilage nodule surrounded hy scle- 
rosed bone which may be seen in the roenitgeno- 
gram. 

The various lesions of the nucleus pulposus can 
be divided into those due to pathological conditions 
in the nucleus itself, those occurring in the cartilage 
plate, and those occurring in the vertebra! bodies. 
In kyphosis, the nucleus may undergo retropulsion 
or antepulsion, and in scoliosis it may underg® lateral 
shifting. This shifting may account for some of the 
difficulties in the correction of these defurmities, 
In advancing age, calcification or dehydration of the 
nucleus may occur and lead to the develop ent of 
osteo-arthritis. 

Lesions of the cartilage plate include congenital 
defects, which have been suggested as a cause of 
juvenile dorsal epiphysitis. Injuries to the } late due 
to chronic slight trauma or acute trauma associated 
with fractures of the vertebral bodies ire seen. 
Kuemmel’s disease may be due to plate fractures 
with sufficient nuclear prolapse on each sive of the 


vertebral body to allow fusion of subsequent carti- 
laginous nodules with complete division of the bone. 
Subsequent necrosis from circulatory disturbances 
explains the bony collapse. Fibrillation of the plate 


from wear and tear allows nuclear leakage with de- 
hydration and is an etiological factor in degenerative 
or osteo-arthritis of the spine. Pyogenic infections 
or tuberculosis may also destroy the plate. 

Pathological conditions in the vertebral body it- 
self, such as osteomalacia, osteitis fibrosa, and neo- 
plasms, may result in thinning and finally bursting 
of the cartilage plates with prolapse of the nuclear 
material into the adjacent vertebral body. 

The authors report several cases illustrative of the 


various types of disease of the intervertel|ral disks. 
The case histories are supplemented with roent- 
genograms. 


In conclusion the authors discuss bricily the re- 
sults of experiments on dogs in which the inter- 
vertebral disk was traumatized and nuclear material 
allowed to escape. Thinning of the disk and sclerosis 
with lipping of the vertebral margins resulted, giving 
further evidence in support of the theory that hyper- 
trophic spinal osteo-arthritis may result {rom loss o! 
the nucleus pulposus. Cuester C. Guy, M.D. 


Hellmer, H.: Roentgenological Observations Re- 
garding Disturbances of Ossification in the 


Borders of the Vertebrae (Roentgenologische 
Beobachtungen ueber Ossifikationsstocrungen 
Limbus vertebrae). Acta radiol., 1932, X\'l, 453- 
The author reports thirteen cases in which — 
gen examination revealed defective ion in the 


borders of the vertebral bodies resulting in a lack o! 
fusion between parts of the epiphysea! centers ot 
the latter and the rest of the body. These defective 
ossifications*present a well-defined roentgen picture 
by which they can be distinguished from calcareous 
and osseous deposits in the anterior part of the 
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intervertebral fibrocartilages and from fractures in 
the borders of the vertebral bodies. 


Lowman, C. L.: The Relation of the Abdominal 
Muscles to Paralytic Scoliosis. J. Bone & Joint 
Surg., 1932, Xiv, 763. 

If hereditary congenital faults are excluded, the 
chief factors in the production of scoliosis are 
gravity pull, skeletal asymmetry such as that due 
toa shortened leg, and alteration of muscle action. 
Each of these factors is present in some degree in all 
cases of scoliosis, but in paralytic scoliosis in the 
growing child the initial cause is alterated muscle 
action which allows the force of gravity to act in the 
wrong direction. Altered muscle action must be the 
cause of scoliosis developing in paralyzed children 
who have been treated continuously in a recumbent 
position. 

The manner of production of lateral and rotary 
deformities of the spine by paralysis of the abdomi- 
nal muscles and tests for the detection of weakness 
of these muscles are discussed. In twelve cases the 
author sought to combat scoliosis by introducing 
fascial strip transplants into the abdominal wall, 
either subcutaneously or in the rectus sheath, to 
give added strength to weakened areas. He embeds 
the strips in a radiating direction from the umbilicus, 
fastening one end to the healing portion of muscle 
and the other to the bony pelvis or costal margin. 
He has thereby achieved improvement in stabiliz- 
ation of the trunk on the pelvis. In all of the cases 
the results were encouraging. The procedure has 
benefited some patients with chronic scoliotic de- 
formities and gives promise of being of value in the 
prevention of deformities in early cases. 

CuHEsTER C. Guy, M.D. 


Chandler, S. B., and Kreuscher, P. H.: A Study of 
the Blood Supply of the Ligamentum Teres and 
Its Relation to the Circulation of the Head of 
the Femur. J. Bone & Joint Surg., 1932, xiv, 834. 


The literature has been quite contradictory re- 
garding the blood vessels of ligamentum teres and 
their relation to the blood supply of the head of the 
temur. The authors made gross and microscopic 
studies of 114 ligamenta teres which were removed 
'rom cadavers in the anatomy laboratory. Vessels 
were found in all of the ligaments, but there wasa con- 
siderable variation in their number, regardless of the 
ageat the time of death. In the majority of cases the 
vessels measured from 0.2 to 15 mm. in diameter. 
In only 4 cases were they of precapillary size. Serial 
sections made at the junction of the ligament with 
the femur demonstrated an anastomosis of the ves- 
sels in both structures. 

The authors conclude that the blood supply of the 
Proximal portion of the femoral head is not derived 
entirely from the vessels in the ligamentum teres, 
but that these vessels are extremely important and 
should be carefully preserved in all operations on 
the hip. They emphasize that the drilling of holes 
through the head into the region of the ligamentous 
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attachment is associated with the danger of damag- 

ing the blood supply from this source and predis- 

posing to later atrophy and absorption of the head. 
CueEsTER C. Guy, M.D. 


Bravo y Diaz Cafiedo, J.: Calcaneal Spurs in In- 
dustrial Surgery (Espolones calcdneos en cirugia 
de accidentes del trabajo.) Actas Soc. de cirug. de 
Madrid, 1932, i, 289. 

The author divides calcaneal spurs into two 
groups. Those of the first group are the spurs which 
are formed during the period of development, be- 
tween the ages of ten and twenty years. In the male, 
ossification of the nucleus of the calcaneal epi- 
physis begins at the age of ten years and is completed 
by about the twentieth year. In the female, it 
begins at the age of eight years and is completed at 
about the sixteenth year. During this period of 
development the epiphyseal nucleus may be torn 
away by the muscular traction of the tendons or 
fasciz as the result of effort made in work or sports. 
The cartilaginous spur remaining later becomes 
ossified. 

The second group of calcaneal spurs are acquired 
later in life on an inflammatory or arteriosclerotic 
basis as the result of periosteal irritation. Among 
the causes are: (1) trauma, (2) specific infections 
such as gonorrheea, syphilis, and tuberculosis; and 
(3) senility. Spurs of this type may be found at any 
periosteal site, but occur most often in areas of di- 
minished resistance such as the sites of insertion of 
muscles, fasciw, and tendons. 

In the author’s opinion, a roentgenogram is 
necessary to determine the cause of a calcaneal spur. 
In cases of spurs of the type formed during ado- 
lescence, the shadow in the roentgenogram is clear 
and shows that the spongy bone is continuous in the 
spur. In cases of spurs of the inflammatory type, 
the shadow in the roentgenogram is darker and fre- 
quently demarcated. Spurs of the first type usually 
do not cause any trouble, whereas those of the in- 
flammatory type are nearly always painful. The 
chief causes of pain in spurs formed during the 
period of adolescence are: (1) traumata due to a 
contusion or fracture of the spur with dislocation 
of the fragments and periosteal irritation, (2) weak- 
ness of the foot causing a change in the direction of 
the spur, and (3) chronic irritation with the forma- 
tion of an inflamed subcalcaneal mucous bursa. 

Since the use of the roentgen rays in diagnosis, 
calcaneal spurs have been found to be much more 
common than was formerly supposed. 

The author concludes that when a laborer pre- 
sents himself complaining of pain in the heel without 
any definite external sign of injury and roentgen- 
ray examination discloses a spur of the inflamma- 
tory type without fracture, the condition cannot be 
considered an industrial injury, but when a previ- 
ously symptomless spur of the type formed in adol- 
escence is rendered painful by trauma, the worker 
is entitled to compensation. 

Francis M. Conway, M.D. 
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SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Cunéo, B., and Rocher, H. L.: Surgical Treatment 
of Chronic Non-Tuberculous Arthritis of the 
Hip (Traitement chirurgical des arthrites chron- 
iques non-tuberculeuses de la hanche). J. de chir., 
1932, xl, 572. 

Whatever the primary cause of chronic non-tuber- 
culous arthritis, it ends in the production of a dry 
arthritis deformans. The authors discuss the etiol- 
ogy and pathological anatomy of these conditions 
and the indications for the different types of opera- 
tions. They state that physical therapy and ortho- 
pedic treatment should be tried first, and if they fail, 
osteotomy, grafting, or the driving of a bone graft 
through the head and neck of the femur should be 
done, according to the indications—for the purpose 
of correcting vicious positions, stabilizing the joint, 
and exercising a trophic action on the bone and carti- 
lage lesions. These operations tend to restore the 
normal function of the joint. Stability may be 
assured by a supporting graft for an insufficient 
acetabulum, by osteotomy, bifurcation, or arthrodesis 
if movement is the chief factor causing the pain. 
In some cases mobility may be re-established by 
partial operations such as arthrotomy and chei- 
lotomy or by arthroplastic resection. The freedom 
from pain necessary for function of the joint may be 
obtained by chordotomy, but this operation is in- 
dicated only rarely. 

The various anatomical forms of chronic arthritis 
of the hip and the mechanism of their pathogenesis 
should be studied and the operation adapted to the 
form of the disease in the particular case and the 
age and condition of the patient. 

Aubrey Goss Morcan, M.D. 


Massart, R.: Osteoplastic Operations on the Hip. 
Indications and Late Results. Arthrodesis, 
Buttressing, Osteotomies, Resections, and 
Reconstructive Operations Performed Since 
1926 (Les opérations ostéoplastiques sur la hanche. 
Indications et résultats éloignés. Arthrodéses, 
butées, ostéotomies, résections, opérations recon- 
structives pratiquées depuis 1926). Bull. et mém. 
Soc. de chirurgiens de Par., 1932, Xxiv, 301. 


In operations on the hip an orthopedic table 
which completely immobilizes the patient is indis- 
pensable. Only by the use of such a table is it 
possible to apply a plaster cast without moving the 
hip. In the cutting of bone grafts an electric rotary 
saw is of great aid. 

Arthrodesis should be done only to bring about 
more rapid completion of a process which, without 
it, would require months or years and would be 
complicated by deviations or vicious positions of 
the hip. When it is performed on this indication in 
coxalgia, it gives excellent results and makes it 
possible to remove the plaster cast much sooner. In 
cases of infectious arthritis, particularly arthritis due 
to the gonococcus, arthrodesis is verv beneficial and 
should not be delayed too long. The author has 
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never performed arthrodesis to stabilize a flai! hip in 
paralysis and does not advocate its use for that pur- 
pose. He has performed arthrodesis in nineteen cases 
with no deaths and with perfect recovery in all. In 
young subjects in whom bone proliferation is stil! 
taking place, small pedicled grafts may be used, but 
in older subjects large solid grafts are necessary. 

Too great laxity of the hip joint may be currected 
either by forming an artificial roof over the head of 
the femur or by providing support for the y« !vis on 
the upper end of the femur by means of ostevtomy. 
An artificial roof may be formed over the sui). 
luxated head by means of grafts from the iibia or 
the crest of the ilium. The operation is s)own by 
diagrams and the excellent end-results are s)iown by 
roentgenograms. This operation must be performed 
in several stages and requires several months, but is 
not followed by any shortening of the limb. 

In subluxations the author has had exce!!ent and 
lasting results from the use of Lance’s graft. For 
stubborn unsupported luxations he prefers subtro- 
chanteric osteotomy either alone or supplemented 
by grafting. He thinks osteotomy of the femur is 
the ideal procedure to bring about an articulation 
between the pelvis and the femur. The bes! method 
is a subtrochanteric or oblique osteotomy by Broca’s 
technique. If the head is absolutely loose and float- 
ing from atrophy of the muscles, the osteotomy 
should be supplemented by a graft. 

Before any operation is performed for the control 
of pain it is important to be certain that the pain is 
in the hip joint and not in the sacro-iliac or sacro- 
lumbar joints. The operations most commonly per- 
formed for the relief of pain are arthrodeses, sup- 
porting osteotomies, and grafting operations. The 
solid console or bracket graft recommended by 
Soutter is excellent. The author reports « case in 
which it was used. 

In addition to these palliative operations there 
are two classes of operations designed to restore 


physiological movement of the joints. In those of 
the first class the normal form of the joint surfaces is 
restored. These procedures are employe! in cases 


of deformity resulting from coxa vara ani fractures 
of the neck of the femur. In operations o/ ‘he second 
class the joint is entirely reconstructed |) remodel- 
ling the joint surfaces and re-establishing their con- 
tact after the inter-position of a living membrane. 
In four cases in which the author performed cunel- 


form osteotomies the results were excellent. The 
cases in which he performed Whitman's operation 
were treated too recently for judgment o! the end- 
results. Auprey Goss More M.D. 


FRACTURES AND DISLOCATIONS 


Newell, E. D.: The Treatment of Fractures by the 
General Surgeon. J. Am. M. Ass., 1932, X0% 
1218. 


This article is based on 4,783 fractures treated 
during the past twelve years at the Newell Clinic 
and Hospital, Chattanooga, Tennessee. | uring this 
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time it was necessary to perform only 95 open 
operations to obtain satisfactory apposition of the 
fragments. Non-union occurred in only 3 cases, ex- 
clusive of those of fracture of the neck of the femur. 

Medical and physical therapy were not used in 
any of the cases. 

Of the 95 open operations, 23 were done for frac- 
tures of the radius and ulna and 23 for fractures 
of the patella. 

An anesthetic, either local or general, was used 
for all of the reductions. 

Compound fractures are treated by thorough 
débridement and the use of Dakin’s solution until 
the danger of infection is over. Adhesive strapping 
of the wound is then done to accomplish approxi- 
mation. When the compounding is due to pro- 
trusion of the bone through the skin, débridement 
is not done, but the exposed ends are cleaned with 
ether before the fracture is reduced. 

Rosert V. FuNsIEN, M.D. 


Bich, A.: An Experimental Study of the Effect of 
Hot Mud Baths on the Healing of Fractures 
(Studio sperimentale sull’ azione del fango termale 
sulla gueragione delle fratture). Arch. ital. di chir., 
1932, XXxxii, 488. 

Many patients without the advice of physicians 
have presented themselves at various bath estab- 
lishments for treatment to reduce the extent and 
duration of the common sequele of fractures such as 
rigidity, muscular atrophy, and pain. It has been 
found that hot mud baths have a beneficial action. 
They favor the development of a stronger and 
sometimes larger callus, exert a beneficial effect on 
the muscular tone, increase the alkalinity of the 
blood, mobilize the uric acid deposits in the tissues, 
and diminish calcaemia and glycemia. 

These effects depend on many factors. Heat 
alone, for example, favors callus formation. The 
action of radio-active substances depends upon the 
dosage, sometimes favoring and sometimes inhibit- 
ing callus formation. Alkalinization of the body 
favors the earlier and more abundant production of 
callus, whereas acidification results in the production 
of a firmer callus. 

The author investigated the effect of mud baths 
on the healing of fractures of the fibula in rabbits. 
After an open osteotomy he studied the roentgen 
and histological findings following various periods 
of mud therapy. In the experimental animals the 
healing of the fractures was in general better than 
in the controls. The periosteal callus was more 
marked, the decalcification of the fracture frag- 
ments was less marked, and the medullary canal re- 
formed more rapidly. When the mud baths were 
begun fifteen days after the fracture the time re- 
quired for healing was about the same, but the re- 
sulting callus was firmer. It is entirely possible that 
all of these beneficial effects may be explained on the 
basis of the heat alone. The author suggests the use 


of such therapy, especially in delayed union. 
A. Louts Rost, M.D. 
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Bell, G.: The Primary Treatment of Compound 
Fractures of the Lower Limb. Med. J. Australia, 
1932, ii, 501. 

The author discusses the primary treatment of 
compound fractures of the lower extremity with 
regard to the prevention of infection and reduction 
and splinting in the presence of possible infection. 
He emphasizes the importance of early treatment. 
First-aid treatment, he believes, should consist prin- 
cipally of adequate fixation. For fractures of the 
femur he recommends the Thomas knee splint or its 
modification with the half ring. Among the neces- 
sary first-aid measures are the combating of shock 
and the early administration of serum. 

In the majority of cases the safest anesthetic is 
ether, but when the patient is in severe shock the 
author prefers to use nitrous oxide and oxygen. 

In the operating room, particular attention should 
be paid to the preliminary cleansing of the skin. The 
surgeon should err on the side of considering the 
wound contaminated and potentially infected. If 
the operation is done within a few hours after the in- 
jury and the wound is small, very little excision of 
tissue should be done, but if the wound is large 
the author believes that the damaged tissue should be 
excised en bloc, all parts of the wound should be 
coated with bipp, and the wound left wide open. 
Rough handling of the periosteum must be avoided. 
Completely detached bone fragments and muscle 
tissue which does not contract when touched with 
the dissecting forceps should be removed. Devital- 
ized muscle is an excellent culture medium for the 
bacillus of gas gangrene. At the end of the operation 
it is of advantage to flush the wound with ether. If 
the bone ends can be engaged and locked in position, 
this should be done, but if the fracture is oblique or 
comminuted the bone ends may be reshaped with 
bone forceps and dovetailed with one another. Occa- 
sionally the use of a loop of kangaroo tendon or wire 
may be necessary as a temporary measure, but as a 
rule internal fixation by means of foreign material 
should be avoided. Lane plates should not be em- 
ployed. 

If amputation becomes necessary the author pre- 
fers the Stokes-Gritti operation for the thigh and a 
Syme amputation for the foot. In the case of the leg 
he amputates between the upper and middle third. 
He states that if the patient is desperately ill it is 
wiser to perform the guillotine amputation first and 
re-amputate at the site of election later. 

In conclusion Bell says that the chief essentials in 
the management of compound fractures are the pre- 
vention of infection by early and efficient treatment 
of the wound and the avoidance of tight closure of 
the wound after fixation of the fracture. 

Paut C. Cotonna, M.D. 


Anderson, R.: The Well-Leg Countertraction 
Method. Am. J. Surg., 1932, xviii, 36. 


Anderson describes the application of the well-leg 
countertraction splint in detail. The apparatus is 
adaptable particularly to fractures of the femur and 
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is used in practically all cases with a Steinmann pin 
through the tibia of the affected leg. 

The splint accomplishes immediate reduction, 
prevents prolonged shock, pain, and undue swelling, 
and allows free movement of the patient, thereby 
rendering prolonged rest in bed unnecessary and 
preventing hypostatic pneumonia. A cast is applied 
on the normal leg from the toes to the upper third of 
the thigh. The cast on the fractured leg extends to 
within 5 in. of the knee and incorporates the Stein- 
mann pin. By means of the splint the pelvis is 
tilted in such a way as to bring the fractured leg 
into abduction and at the same time exert traction 
sufficient to reduce the fracture. Rotation also may 
be accomplished by the apparatus. The method is 
particularly valuable in the cases of elderly persons 
and imbeciles and, during unconsciousness. 

The author describes in detail its use in fractures 
of the neck of the femur, intertrochanteric fractures, 
subtrochanteric fractures, fractures of the shaft of 
the femur, fractures of the lower third of the femur, 
fractures of the pelvis, fractures of the tibia, mal- 
union, non-union, bone-lengthening, operations on 
the hip, and reconstruction operations. The splint 
is available in two sizes. 

The after-care of fractures is reduced by the use 
of the splint. 

In conclusion the author gives the following rules: 

1. Hold the normal leg in adduction at the hip 
while applying the cast. 
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2. Hold the normal foot at right angles and jp 
slight valgus (eversion or pronation of the foot), 

3. Pad the sole of the normal foot with thin, soft 
flexible felt and a considerable amount of sheet. 
wadding. Apply a 4-in. re-inforcement of plaster 
smoothly over the entire plantar surface of the cast 
on the normal foot and mould it accurately to {it 
the sole. 

4. Cut sufficiently large openings in the cist over 
the malleoli of both the injured and the uninjured 
ankle before incorporating the splint. 

5. Later, cut the cast out over the postero- 
lateral aspect of the head or heads of the fihule, 

6. As pain or trouble in the normal leg is usually 
attributable to careless application of the cast, 
change the cast if the patient continues to complain 
of such disturbances. Pain in the region of the 
normal hip is usually indicative of too rapid or too 
much traction. In most cases the requisite amount 
of traction has usually been exerted when the lever 
arm is drawn down at a right angle with the longi. 
tudinal axis of the leg. 

7. Avoid over-traction, especially in fractures of 
the femoral neck, by checking with repeate:! roeri- 
genograms. Over-traction is a frequent cause of 
non-union. 

8. Remember the warning of the Co'iperative 
Committee on Fractures: “It is the doctor behind 
the splint and not the splint that counts in the treat- 
ment of fractures.”’ Rosert V. Funstis, M.D. 
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BLOOD VESSELS 


Frey, S.: True Diffuse Phlebarteriectasia (Ueber die 
genuine diffuse Phlebarteriektasie). Deutsche Ztschr. 
f. Chir., 1932, CCXxxvi, 480. 


True phlebarteriectasia, recognized since 1860, is 
very rare in its pure form. Only twelve cases have 
been reported in the literature. The condition is a 
dilatation of the arteries, capillaries, and veins of a 
circumscribed region. The clinical picture differs 
distinctly from that of aneurism formations or of 
arterial angiomata. The dilatation develops in no 
definitely recognized manner, without trauma or any 
other known cause. Primary congenital deficiencies 
or disturbances of the local vasomotor nerves with 
paralysis of the arterial vascular tonus are considered 
the most likely etiological possibilities. Most often 
the upper extremity, especially the radial or ulnar 
vascular fields and occasionally both together, is 
involved. The signs of the disease are purple dis- 
coloration of the involved region, sensory dis- 
turbances, sweating, nail deformities, thickening 
or lengthening of single fingers with refractory 
ulcers, bleeding, or even gangrene of these fingers. 
Since temporary compression bandaging and con- 
strictions do not bring about permanent cure, liga- 
tion of the smaller arteries supplying the vascular 
ield involved (ulnar artery, radial artery) has been 
considered. Even this procedure does not always 
result ina permanent cure. In very severe cases, as 
a last resort, amputation of the affected extremity 
may be necessary. Riess (Z). 


Walker, A. B.: Thrombophlebitis Migrans, with 
Notes of a Case. Lancet, 1932, ccxxiii, 936. 


The author reports a case of thrombophlebitis 
migrans with severe and persistent headache, mal- 
ase, and pyrexia suggesting cerebral venous 
thrombosis and with the development of thrombo- 
phlebitis of the left lung, left leg, right lung, and left 
‘ung again in the order given. He believes that the 
‘symptoms and signs in the right lung may have 
seen due to the liberation of an embolus in the left 
leg by too vigorous massage. He suggests that the 
main etiological factor in this condition may be a 
change in the chemicophysical composition of the 
venous blood. Joun H. Gartock, M.D. 


Kletz, N.: Thrombophlebitis Migrans. 
1932, CCxxiii, 938. 

Kletz reports six cases of thrombophlebitis mi- 
Stans, in some of which the use of bacillus coli vac- 
“nes was followed by improvement. He summarizes 
‘he clinical features of the condition as follows: 

_1. A tendency to involve superficial veins, espe- 
cially in the upper and lower extremities. 


Lancet, 
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2. A decided segmental distribution with healthy 
vein intervening. 

3. A progressive spread which is usually accom- 
panied by moderate fever. 

4. A lesion having the appearance of an erythema- 
tous fusiform, nodular mass which is sensitive to the 
touch and may or may not be associated with 
oedema. Joun H. Gartock, M.D. 


Steinwendner, J.: The Pain Phenomenon in Ulcus 
Cruris (Die Schmerzphaenomene beim Ulcus 
cruris). Wien. med. Wehnschr., 1932, ii, 1058. 


The pain of varicose ulcer of the leg by no means 
parallels the intensity of the objective findings, and 
is not so irregular and complicated as it appears. 
In fact, the pain may be classified in a systematic 
fashion without difficulty. In cases with similar 
objective findings the pain is very similar in inten- 
sity and time of appearance. 

Steinwendner distinguishes five groups of ulcer. 
The first group includes the mildest cases with in- 
filtration usually in the region of the malleolus with 
a darkly pigmented center and possibly a super- 
ficial, crusted erosion. Patients with such ulcers 
seldom complain of pain during the day as the pain 
develops only toward evening after long periods of 
standing, with a moderate amount of swelling. How- 
ever, the pain and the swelling both disappear by 
the following morning. 

In the second group the pathological changes are 
more advanced and a distinct swelling in the mal- 
eolar region is nearly always present. Patients with 
these ulcers suffer with particular intensity, the pain 
coming on during the day, becoming worse toward 
evening and preventing sleep for several hours. It 
ceases again later in the night and by morning the 
swelling has disappeared. 

The third group manifests a two-phase sort of 
pain. The patient arises in the morning free from 
suffering. Soon pain begins, but early in the after- 
noon it ceases again. In the evening the patient is 
able to get to sleep without discomfort, but after a 
few hours he is awakened by a new pain-phase which 
lasts until long after midnight. After the pain 
ceases sleep is undisturbed for the rest of the night. 
In these cases the objective findings are still further 
advanced. The swelling is especially marked, but is 
so loosely constituted that it is completely removed 
by the rest in the horizontal position during the 
night. During the day, swelling appears in a tlood- 
tide fashion and during the night it ebbs away again. 
There is a pain-phase as the swelling develops and 
another as it ebbs, a sort of tidal pain. 

In the fourth group pain is less dominant. It 
occurs practically only during the early morning 
hours and may be cut short by the upright position. 
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In these cases the leg is still swollen in the morning 
as the tumefaction has the character of a hard oedema 
which can no longer be reabsorbed by the body in 
the course of a single night’s rest. 

In the last group with the advanced objective 
findings familiar to everyone there is no longer pain 
and the dense oedematous swelling varies little. 

The author explains the contradictory behavior 
of the pain by assuming that an ulcer in tissues 
which are at rest does not of itself produce pain. It 
is only when an alteration of the tissue pressure 
occurs, such a change from a lower to a higher pres- 
sure or the opposite that pain is produced. The 
swelling of the soft parts by pulling and stretching 
the floor of the ulcer induces first a state of hyper- 
wsthesia, but with further development of the swell- 
ing and increase in the tissue pressure an anesthetic 
stage is finally brought on. Upon diminution of the 
swelling the hyperesthetic phase recurs with re- 
currence of the pain. DrvEcc (Z). 


BLOOD; TRANSFUSION 


Goeroeg, D.: Essential Thrombopznia. An Ex- 
perimental Study of the Effect of Splenectomy 
on the Bone Marrow and the Thrombocyte 
Count (Ueber die essentielle Thrombopenie. Ein 
experimenteller Beitrag zur Wirkung der Entmilzung 
auf das Knochenmark und die Zahl der Blut- 
plaettchen). Arch. f. path. Anat., 1932, cclxxxiv, 917. 


The authors had the opportunity to make a 
histological examination in three cases of essential 
thrombopenia. The bone marrow was examined in 
only one case, but the extripated spleen was studied 
in all three. The spleens showed no macroscopic 
nor microscopic changes whatsoever. In one case 
which terminated fatally the splenic pulp contained 
blood platelets. However, this was not regarded as 
of any significance as even under normal conditions 
blood platelets are destroyed in the spleen. The 
changes found in the megakaryocytes of the bone 
marrow were not sufliciently pronounced to permit 
definite conclusions. However, in two cases of 
symptomatic thrombopenia in subleukemic and 
leukaemic lymphadenosis the megakaryocytes of the 
bone marrow were markedly damaged and the de- 
ficiency of blood platelets, which are a product of the 
megakaryocytes, was believed to be a result of the 
damage. 

The authors continued their investigation by 
animal experiments. They attempted to determine 
what changes the removal of the spleen caused in the 
number of platelets and on their sites of formation, 
the megakaryocytes. Ten rabbits were used with 
four more to serve as controls. One invariable finding 
after splenectomy was a temporary increase in the 
thrombocyte count. The maximum of this rise was 
reached from the fourth to the eighth day. The 
number of red blood corpuscles also rose after the 
primary fall caused by loss of blood during the 
operation. However, the number of thrombocytes 
was in no way related to the number of erythrocytes. 


The authors studied also the bone marrow of the 
experimental animals. They found three kinds oj 
changes in the megakaryocytes. First, the size and 
shape of the megakaryocytes were changed: {re 
quently they resembled the pyramidal cells o/ the 
brain, except that the foot-like prolongations were 
short and thick. Second, the protoplasm was con 


siderably altered. The normal granulation | ;e- 
ceded considerably, remaining only in the immectiate 
neighborhood of the nucleus, and definite yacioles 
appeared in the protoplasm. Third, the pucteus 
was involved. It appeared to be swollen, contained 
vacuoles, and its chromatin structure was |ooser. 
Free blood platelets were found in only smal! num 
bers. 

The increase of thrombocytes obtained after 
splenectomy, which in some cases, reache:! three 
times the normal number, neither proved nor dis 


proved the theory that the spleen has a throm ho- 
cytolytic effect. Neither did it demonstriic the 
abolition of some distant inhibitory effect o! the 


spleen as the number of thrombocytes in the bone 
marrow proper before and after the splenectom, was 
the same. To prove that the spleen has an i)hib- 
itory effect, an actively increased new formation of 
platelets in the megakaryocytes would have io be 
demonstrated. The changes observed in the meg- 
akaryocytes were regressive, not proliferative. The 
investigation was terminated without solviny the 
problems. Max Buppe ‘Z). 


Hesse, E., and Filatov, A.: Clinical Contributions 
to the Question of Blood Transfusion, Based 
on 604 Cases (Klinische Beitraege zur rave der 
Bluttransfusion auf Grund eines Materials \on 004 
Faellen). Verhandl. d. 22. russ. Chir.- Koungr., 
Moscow, 1932. 


The early development of blood transfusion in the 
Soviet Union took place in Leningrad in the clinics 
of Fedorov (Samov, Elanski) and of Hesse | Hesse 
Majanz, Filatov). Since October 1, 1931, there has 
existed in the First Surgical Clinic of Hesse « Health 
Department station for blood transfusion. ()n May 
I, 1932, this was changed to a Transfusion |istitute 
under the supervision of the Health Department. 
The material of the clinic in the period from 1024 to 
1932 reached a total of 664 cases. Sixty of these 
cases are not included in this report because they 
were handled on the outside and were not adequately 
evaluated for scientific purposes. : 

In 260 of the 604 cases the citrate method ol 
transfusion was used, and in 344 (57 per cent) the 
direct method. 

In war emergencies and in small communities In 
the country the citrate method is to be preferred 
For direct transfusion the apparatus of (ehlecker 
and Beck are employed. Since 1931, ai apparatus 
for blood transfusion cleverly constructed by Lands- 
berg has been used in the Leningrad! Institute 
Fifty-two blood transfusions have been ,iven wit! 
the Landsberg apparatus. This simple method 
warmly recommended. 
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(Of the 604 cases in the clinic, transfusion was done 
in 94 because of hemorrhage—acute hemorrhage in 
64 and chronic hemorrhage in 30. In 35 cases re- 
infusion of blood lost in abdominal cavities was done. 
Most of these were cases of bleeding from tubal 
pregnancy or injuries of the liver or spleen. In the 
cases ol chronic hemorrhages, transfusion was done 
most often for gastric bleeding. It was done also for 
bleeding from the nose, hemorrhoids, uterus, and 
urinary bladder. Of the 94 cases, an excellent result 
was obtained in 82 (87.2 per cent). In many cases 
the transfusion saved life. 

In 171 cases transfusion was done to increase re- 
sistance before or after a major operation. It was 
done most frequently in cases of gastric resection 
(62 cases), but was carried out also in cases of resec- 
tion of the colon, cholecystectomy, and operation 
for tumor of the cerebellopontine angle. The results 
were very good. In 125 (73 per cent) of the 171 
cases the transfusion had a marked effect; all of the 
patients withstood the operation well. In 34 cases 
no operative shock was apparent, but the patients 
died later from pneumonia or peritonitis. In 12 (7 
per cent) of the cases the transfusion had no effect. 

In the active treatment of shock the authors have 
found transfusion of doubtful value. Of 33 cases, it 
hada marked effect in only 7 and only a slight effect 
in 12;and in 14 cases the patient died in shock. 

In 44 cases transfusion was given for disease of the 
blood-forming organs. In 21 cases the indication 
was pernicious anemia. The results were variable. 
In 14 cases they were excellent although often tran- 
sitory, and in 17 cases slight. In 13 cases the trans- 
fusion was without effect. Among the latter, how- 
ever, were 8 cases of leukemia in which transfusion 
was done only because of urgent demands from the 
outside. In leukemia, blood transfusion is useless. 

Ninety-five transfusions were given to induce 
hemostasis. The most frequent indication was gas- 
tric or intestinal bleeding. Good results were ob- 
tained in bleeding associated with typhoid fever, and 
good but temporary results in hemophilia. Of the 
5 cases, excellent results were obtained in 59 (62 
per cent), a decrease in the bleeding in 18, and no 
result in 18 (18.8 per cent). 

lo increase coagulation and prevent cholamic 
hemorrhage, 37 transfusions were given. Operation 
cholecystectomy or choledochotomy) was done in 
all. In 33 cases there was no bleeding. In 4, bleed- 
ing occurred, and in 2 it was fatal. This is unques- 
lionably an improvement over previous results. 

_ Transfusion was done 48 times for generalized in- 
ection. The authors are not very enthusiastic over 
the results. In 13 cases no effect was noted. In 30 
cases there was some improvement, but in only 5 

‘0.7 per cent) were good results obtained. How- 
ver, in the spring of 1932 the clinic changed over to 
the use of immunized serum. 

Transfusion was done in 21 cases of poisoning. 
These cases were unusually severe. Two of 9 pa- 
ents with apparently fatal potassium chloride poi- 


“ning Were saved. In 3 cases the poisoning was due 
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possibility of treating it. 
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to a narcotic, and in 1 case it followed the intrave- 
nous injection of hedonal. In spite of apparently 
beginning death, the patients were saved. Trans- 
fusion is indicated also in poisoning due to inhalation 
narcosis. 

In 31 cases of carcinoma cachexia, transfusion was 
done with the hope of rendering the patient able to 
withstand operation. In only 4 cases was it suc- 
cessful. 

In 30 cases transfusion was done for indications 
such as burns, scurvy, tuberculosis, and ileus intoxi- 
cation. In extensive burns no result has been ob- 
tained as yet, but attempts are being continued as 
theoretically this treatment seems very promising. 
E. HEssE (Z). 


Hesse, E., and Filatov, A.: Experimental Investiga- 
tions Regarding the Question of Hazmolysis in 
Blood Transfusions (Experimentelle Untersuch- 
ungen zur Frage der Haemolyse bei der Bluttrans- 
fusion). Verhandl. d. 22. russ. Chir.- Kong., Moscow, 
1932. 

The danger of hemolysis in blood transfusion is 
undoubtedly of practical importance. In the litera- 
ture numerous cases of transfusion followed by 
hemolysis are recorded. In Leningrad several cases 
were seen during the past six months and 2 of them 
were fatal. Death from hemolysis occurred also in 
1 of 604 cases seen in the clinic in 1928. 

The authors have been making experimental in- 
vestigations of the nature of this haemolysis and the 
The literature presents 
nothing regarding treatment, and apparently very 
little is attempted by any one. The experiments of 
Hesse and Filatov are a continuation of the work 
done by Filatov in the laboratory of Ani¢kov where 
he found that the introduction of haemolytic autoge- 
nous blood into an animal caused a fall in the blood 
pressure and a decrease in the size of the kidneys. 
The latter was explained by spasm of the renal ar- 
teries. By denervation of the kidneys it was found 
that the spasm is of central origin. 

With these facts in mind the authors carried out 
a series of experiments on dogs in which infusions of 
hemolytic and heterogenous (human) blood were 
employed. The blood pressure in the femoral artery 
and the size of the kidneys were measured oncomet- 
rically and oncographically. The introduction of 
the hemolytic and still more markedly incompatible 
blood led to a decided fall in the blood pressure and 
spasm of the renal arteries. The drop in the blood 
pressure was quickly overcome, but the spasm of 
the renal vessels persisted for from one to twenty- 
five minutes according to the amount of blood intro- 
duced. 

It is well known that prolonged anemia of the kid- 
ney leads to dysfunction of the organ, and that after 
the injection of a sufficient amount of heterogenous 
blood death willoccur from oliguria, anuria, or hamo- 
globinuria. The pains in the lumbar region which 
follow hemolysis and are frequently misinterpreted 
or disregarded are due to spasm of the renal arteries. 
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In the cases of 8 dogs the authors carried out experi- 
ments in which they caused hemolysis artificially 
and at the same time did a unilateral denervation of 
the kidney. It was found that after simultaneous 
partial denervation the spasm of the renal vessels 
was much less severe and of shorter duration, and 
that after total denervation there was no spasm of 
the vessels of the denervated organ following the in- 
jection of incompatible blood although the drop in 
the blood pressure was not affected. 

As treatment to relieve this condition in the dogs 
studied various procedures were tried. The infusion 
of a physiological solution of sodium chloride had no 
effect at all. The spasm of the kidney persisted. The 
infusion of a hypertonic solution aggravated the 
condition. However, following the introduction of 
fresh blood of the same type the blood pressure rose 
and the spasm of the renal vessels ceased, an observa- 
tion which may have a practical application. It was 
demonstrated also that hemolytic blood several days 
old was considerably less toxic and caused a less 
marked reduction of the blood pressure and less 
marked spasm of the renal vessels than fresh hemo- 
lytic blood. From this fact the authors conclude 
that preserved blood is less dangerous as regards 
possible hemolysis than fresh blood. The histologi- 
cal examinations of Lewin of Hesse’s clinic revealed 
that the statements made by some regarding signs 
of thrombosis and embolism in hemolysis and the 
appearance of hemoglobin crystals in the urinary 
tubules are incorrect. Such a purely mechanical ex- 
planation is to be rejected. In early cases only a 
swelling of the parenchyma and glomeruli was ob- 
served. 

From the findings herewith reported the authors 
draw the following conclusions: 

As death from hemolysis is due chiefly to the ex- 
clusion of kidney function, all efforts should be 
directed toward overcoming the spasm of the renal 
vessels which is responsible for the clinical symp- 
toms. Accordingly, the following measures are in- 
dicated: 

1. The infusion of compatible blood immediately 
after the appearance of signs of hemolysis following 
the infusion of hemolytic incompatible blood. As 
there is no time to obtain a donor belonging to the 
same blood group as the patient, every institution in 
which large numbers of blood transfusions are given 
should have a daily supply of preserved blood be- 
longing to Group O. A transfusion of this blood 
should be given immediately. 

2. An immediate complete denervation of the 
kidney, a periarterial sympathectomy on the renal 
artery, to relieve the spasm of the renal vessels. 
Theoretically, unilateral denervation should be 
sufficient to save life. The authors consider this pro- 
cedure justified. While in cases of severe disease it 
may be too much for the patient, in moderately 
severe cases it will undoubtedly be safe. It can be 
performed under local anesthesia. 

The decapsulation of the kidney advocated by 
American surgeons on empirical grounds should not 
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be employed as it is comparable at best only to q 
partial denervation and therefore is of little valye. 
The authors observed a case of hemolysis follow. 
ing blood transfusion which was unsuccessfully 
treated in the late stage (fourth day) by decaysula- 
tion of the kidney. E. Hessr (Z), 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Schwarz, E.: The Lymphatic Reaction |ym. 
phatische Reaktion). Ergebn. Path., 1932, 

At this time when the study of the blood picture 
has become indispensable in all of the branches oj 
medicine, striking findings are made in the most 
varying diseases. Among such phenomen: is the 
lymphatic reaction, for the conception of which we 
are indebted to Tuerck. According to Tuerck, the 
lymphatic reaction is the unexpected appearance of 
a lymphocytosis in infectious diseases which usually 
show a neutrophile leucocytosis. Tuerck saw its 
cause in a degeneration of the granulocyte apparatus, 
and its mechanism in a substitution on the part o/ 
the lymphatic apparatus with the formation of an 
increased number of lymphocytes which are washed 
out into the blood stream. The resulting condition 
frequently shows peculiarities which render it dif- 
ferent from the ordinary lymphocytosis. Large, more 
or less immature or atypical cells with a tendency 
toward plasma-cell change predominate. \everthe- 
less Tuerck and subsequent investigators found no 
morphological grounds sufficient for use of the term 
“lymphatic reaction.” The uncertainty as to the 
origin and significance of this striking phenomenon 
is evidenced most forcibly by the great number o/ 
different names applied to it in the literature. The 
variety of the clinical and haematological character- 
istics excuses the uncertainty that prevails even 
today. The study of many individual cases has 
shown only that at the present time we must be re- 
signed to the abandonment of all hypotheses because 
of our lack of knowledge. 

Of chief interest to the surgeon are cases of lym- 
phatic reaction in general sepsis. Of these, only 4 
small group come into consideration, those in which 
the septic infection is assumed to be the only cause 
of the disease. By far the greatest number are 
specific infections, in which the lymphocytic blood 
picture shows nothing unusual. 

Of decisive importance is the character of the 
lymphocytes as described originally. ‘he chie! 
lymphatic reactions are those of the so-ci!led mono- 
cytic anginas. On the basis of the blood picture they 
may be subdivided into a group with « pure lym 
phocytosis, even though very often showing Im 
mature forms, and a group with a more marked ap- 
pearance of true monocytes. The fact that pictures 
of pure lymphocytosis are found very rarely ane 
examination frequently reveals intermediate forms 
which cannot be differentiated with certainty by 
either the numerical relationships or the habitus °! 
the predominating cells suggests that these are onl 
different forms of the same disease. 
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In rezard to the clinical aspect and pathology of 
the anginas with a lymphatic reaction it may be said 
that young persons are affected almost exclusively. 
This fact differentiates these anginas from the 
ordinary leucocytic anginas and suggests special re- 
lationships of immunity which are encountered in all 
of the so-called children’s diseases. Almost always 
the disease begins with a premonitory symptom 
malaise, pallor, lassitude) and the course of the 
tonsillitis is of very long duration. The outstanding 
characteristic is the involvement of the lymphatic 
system in its entirety, not only the adjacent lymph 
nodes. The general adenopathy, the frequently 
varying sequence of events in its development, and 
the enlargement of the spleen which is often found 
can be explained only by dissemination by way of the 
blood stream. The liver also is found enlarged. 
Neither the local form of the anginas nor the very 
varied forms of fungi found in the clefts of the tonsils 
can be held responsible for the lymphatic reaction. 
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The frequently assumed relationship between the 
lymphatic reaction and the constitution is refuted 
by our knowledge of specific lymphotrophic disease 
excitants. There is no status lymphaticus in the 
sense of a predisposing hyperplasia and preparedness 
of the lymphatic system, and in status hypoplasticus 
there is no lymphatic reaction to leucotactic stimuli. 
The lymphatic and monocytic reaction in angina is 
due most probably to a lymphotrophic excitant 
identical with that of glandular fever. The observa- 
tions on the lymphatic reaction in non-septic dis- 
eases, such as grippe, pneumonia, tuberculosis, 
scarlet fever, varicella, mumps, and typhoid fever, as 
well as in poisonings due to such substances as 
salvarsan and mercury are still much too inadequate 
to aid in explaining the lymphatic reaction. The 
causes of the lymphatic reaction in the individual 
case can hardly be sought in general conditions. Un- 
doubtedly, many intricate and varied causes are 
involved. Druece (Z). 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Potts, W. H., Jr.: Oxygen Therapy—A Critical 
Résumé. Am. J. M. Sc., 1932, clxxxiv, 616. 


The purpose of this article is to discuss the status 
of oxygen therapy after a ten-year probation period. 

The primary purpose of oxygen therapy is the 
combating of anoxemia. 

The most frequent argument used against oxygen 
therapy is the absence of statistics showing a de- 
crease in the death rate of treated patients as com- 
pared with untreated patients. These statistics are 
difficult to obtain. The use of oxygen should be 
looked upon as an aid in the treatment of pneu- 
monia, and not as a specific measure. 

The oxygen content of samples of arterial and 
venous blood is determined by the usual gasometric 
technique. A portion of the blood is then saturated 
with oxygen and the total oxygen capacity is deter- 
mined. Thus are obtained: (1) the arterial oxygen 
content (cubic centimeters of oxygen combined with 
haemoglobin per 100 c.cm. of arterial blood), (2) the 
venous oxygen content (a similar value for venous 
blood), and (3) the total oxygen capacity (cubic 
centimeters of oxygen combined with the hemo- 
globin of 100 c.cm. of blood when fully saturated). 


The difference between the oxygen content and 
the total oxygen capacity has been called the 


“oxygen unsaturation.” This may be expressed 
either as cubic centimeters of oxygen per 100 c.cm. 
of blood or in percentage of the total oxygen capac- 
ity. The oxygen consumption is the difference be- 
tween the arterial and venous oxygen content. A 
method for determining the oxygen tension in the 
tissues, a factor of utmost importance, is not yet 
available. 

|..“Anoxemia” and “cyanosis” are not synonymous 
terms, but for practical purposes we are obliged to 
rely on the degree of cyanosis as an index of anoxe- 
mia and for the indications for oxygen therapy. 

» The most constant and frequent site of cyanosis 
was found to be in the end of the finger, especially 
under the nail. Next to the finger, the face showed 
cyanosis most commonly. Irreparable toxic changes 
which may occur in vital neural cells in the presence 
of anoxwmia may be prevented by the use of oxygen. 

Anoxemia of rapid onset causes loss of conscious- 
ness without warning. When anoxemia develops 
gradually, the intellect and the senses become dulled 
without the person’s being aware of it. 

Symptoms similar to those resulting from an 
overdose of alcohol may be present, such as head- 
ache, depression, apathy, and drowsiness or excite- 
ment and general loss of self-control. Palthe has 
shown that the symptoms of acute alcoholism may 
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be completely suppressed by the breathing of pure 
oxygen. The delirium so frequently associate: with 
pneumonia is usually attributed to fever and tox. 
wmia, but may possibly be a symptom of anox:emia, 

A normal individual at rest uses about one-fifth 
of the available oxygen. In disease states the 
oxygen requirements of the tissues increases rapidly 
and the vital capacity of the lungs may be reduced 
relative to the area of consolidation with its asso- 
ciated oedema and inflammatory reaction. An in- 
creased pulse rate and an increased oxygen capacity 
of the blood help to compensate for this condition, 
The available oxygen in the air remains constant, 
The respiratory rate increases, but the amount of 
air taken in per breath is limited to the vita! capac- 
ity. The more rapid the respirations the shallower 
they must be. The most logical method of |)reaking 
this vicious circle is increasing the oxygen concen- 
tration of the inspired air and thus the available 
oxygen per unit of air. 

Inadequate oxygenation in pneumonia may be 
caused by: 

1. Failure of adequate ventilation due simply to 
rapid, shallow breathing. 

2. Some intrinsic alveolar disturbance due to such 
factors as: (a) mechanical interference by intra- 
alveolar exudate of sufficient quantity as to pre: 
vent access of air which, with intact circulation, 
allows unaérated blood to return to the systemic 
circulation; (b) dysfunction of alveolar membranes 
due to cedema and faulty nutrition; (c) interference 
with the circulation in the alveolar walls brought 
about by the formation of fibrin plugs within the 
capillaries. If this interference were extensive 
enough it would hasten the blood flow through the 
remaining vascular channels, thereby shortening the 
contact between the blood and air. 

3. The intrinsic changes in the circulating blood 
due to changes in the behavior of hmv ylobin with 
the formation, for example, of methemoglobin. 

4. Intrinsic tissue disturbance. ; 

The literature on oxygen therapy contains no 
convincing evidence that any harmiu! effects at- 
tributable to oxygen itself have ever come from 
even continuous exposure of anoxwmic or potel: 
tially anoxemic individuals to atmospheres 
40 to 60 per cent content of oxygen for periods of as 
long as two months, except in conditions of chronic 
anoxemia such as chronic pulmonary <isease ai 
congenital heart disease, in which the factor 0! 
acclimatization has entered. 

At present it is believed that the oj {imum col 
centration of oxygen is between 40 ani 60 per cen! 
A concentration of less than 30 per cnt rarely has 
any value. A concentration of from 39 to 35 Pe 
cent lessens cyanosis and increases the arten 
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oxygen saturation. The pulse rate is the most reli- 
able single guide by which to judge benefit or failure 
from oxygen therapy. 

Oxygen therapy is indicated in both lobar and 
bronchopneumonia. It decreases the discomfort by 
making breathing easier, it slows the pulse and, at 
times, the respirations, and it often lowers the tem- 
perature. It increases the arterial oxygen saturation 
and relieves cyanosis, and it often prolongs life until 
the immunity mechanism can achieve recovery. 

With regard to the use of oxygen in heart disease 
Barach says, ‘““The most interesting and striking 
elects of oxygen therapy in the cases of cardiac 
insufliciency are: (1) relief of dyspnoea and orthopneea, 
(2) elevation of the arterial carbon dioxide content 
and of the level of the carbon dioxide dissociation 
curves, and (3) diuresis.” 

In coronary thrombosis acute oxygen want is 
manifested by both arterial and venous anoxemia. 
(Oxygen therapy in a concentration of from 40 to 60 
per cent has aided in maintaining an adequate 
oxygen supply to the tissues of the body until the 
heart has had an opportunity to recover from its 
acute functional disturbance. Barach reports good 
results from the use of 50 per cent oxygen in cases 
of arteriosclerosis of the coronary vessels. 

Oxygen therapy has been used also in asthma, 
hyperthyroidism, asphyxia, influenza, certain neu- 
ropsychiatric conditions, epilepsy, chronic arthritis, 
sepsis, diabetes mellitus, burns, and hypertension. 

Judd and Passalacque have reported 180 un- 
selected surgical cases in which oxygen without 
carbon dioxide was administered as a prophylactic 
against pneumonia immediately after operation, or 
as soon as the signs and symptoms of pulmonary 
congestion were recognized clinically, or after the 
classical signs of pneumonia were present. In the 
cases in which it was used immediately after opera- 
tion or as soon as there was clinical evidence of 
pulmonary congestion, pneumonia did not occur, 
and in those in which it was used after the develop- 
ment of pneumonia there were no deaths. 

Experimental pneumococcic pneumonia has been 
cured with carbon dioxide. Henderson believes that 
in all pneumonias the use of carbon dioxide and 
oxygen permits the freer use of morphine to counter- 
act excitement and restlessness. 

In conclusion Potts says that oxygen has become 
(efinitely established in our therapeutic armamen- 
larlum. In conditions associated with anoxemia, 
the use of oxygen must find its place. It must be 
given a trial in serious heart and pulmonary condi- 
lions. That carbon dioxide will supplement oxygen 
seems possible. Norman C. Butrock, M.D. 


Dahl-Iversen, E., and Ramberg, E.: Researches on 
Postoperative Phlebitis, Thrombosis and Em- 
bolism (Recherches sur les phlébites, les throm- 
boses et les embolies postopératoires). Lyon chir., 
1932, XXIX, 299. 


The authors’ research was based on 18,168 patients 
*perated upon at the Municipal Hospital of Copen- 


SURGICAL TECHNIQUE 245 


hagen in the period from 1911 to 1930. Of this 
number, 636 (3.5 per cent) developed postoperative 
phlebitis, thrombosis, or embolism. Cases in which 
these complications occurred in association with 
septic and pyemia conditions are excluded. The 
incidence of the complications according to the type 
of operation and according to sex is shown in the 
following table: 


No. of throm- 
boses and 


Operations* embolisms % Males Females 
Group A 7,147 442 6.18 144 298 
Group B 6,115 36 0.59 8 28 
Group C 2,472 51 2.00 16 38 
Group D 832 St 6.13 37 14 
Group E 1,602 56 3.50 32 24 

Total 18,168 636 3-69 237 390 


*Group A: Laparotomies. Group B, operations on the external 
genitals, perineum, anus, and vagina, amputations of the cervix, and 
vaginal hysterectomies. Group C, operations on the neck, trunk, and 
extremities. Group D, operations on the kidneys, bladder, and prostate. 
Group E, herniotomies. 


As has been demonstrated by others, this table 
shows that the incidence of postoperative throm- 
bosis and embolism is highest after laparotomies 
and operations on the kidneys, bladder, and prostate. 

Factors of importance in the occurrence of these 
complications are age, the state of nutrition, and 
the condition of the circulation. A curve based on 
five-year periods shows that the incidence of the 
complications increased rapidly from the age period 
between sixteen and twenty years to the age period 
between thirty-six and forty years, then remained at 
about the maximum level to the age period between 
sixty-one and sixty-five years, and then rapidly de- 
creased. In the cases of the males, it increased from 
the age period between sixteen and twenty years to 
the age period between sixty-one and sixty-five 
years, whereas in the cases of the females it in- 
creased more rapidly up to the age period between 
twenty-six and thirty years, remained at the 
maximum to the age period between forty-six and 
fifty years, and then decreased. 

The state of nutrition was recorded in the cases of 
258 of the 626 patients. One hundred and twenty- 
eight of the 258 were obese and 59 were thin. 

Of the 429 cases in which the state of the circula- 
tion was recorded, circulatory disturbances were 
absent in 240 but varices were present in 106, cardiac 
disturbances in 47, and circulatory disturbances due 
to pulmonary, vascular, and other conditions in 36. 

Among other factors to which postoperative 
phlebitis, thrombosis, and embolism have been 
attributed are infection,drainage and lack of drainage, 
the type of anesthesia, and the season of the year. 

Of the 636 cases reviewed by the authors, the 
complications followed a septic operation in 183 
cases and an aseptic operation in 453. In 44 per 
cent it developed after drainage. In from 3 to 4 
per cent of the cases it occurred after the use of 
general anesthesia, and in 2.5 per cent after the use 
of local or spinal anesthesia. It was least frequent 
in the months of December, January, and April, and 
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most frequent in February, August, September, 
October, and November. 

In 7o per cent of the cases the complications 
developed during the first two weeks after the 
operation. It was most common between the fourth 
and eighth days. 

As a rule the temperature and pulse increase after 
the occurrence of embolism. To determine whether 
a change in the temperature and pulse occurs before 
the occurrence of pulmonary infarction or fatal 
embolism of the pulmonary artery the authors 
studied the records of 172 cases. They found that 
pulmonary infarction was preceded by an increase 
in the temperature and pulse or of the pulse alone 
in only 21 per cent of the cases, and fatal pulmonary 
embolism was preceded by such an increase in only 
27 per cent. The increase in the pulse before the 
development of fatal infarction or embolism showed 
a more or less characteristic rise by stages (sign of 
Mahler). 

Embolism occurred without thrombosis demon- 
strable clinically or at autopsy in 44 per cent of the 
cases, and thrombosis without embolism in about 33 
per cent. In one-fifth of the cases it was possible to 
discover the thrombosis which was the source of 
the embolus. 

Localization of the thrombosis in the veins of the 
pelvis and abdomen was nearly always found at 
autopsy. In 23 per cent of the cases there were 
multiple localizations. 

Ninety-five patients died of embolism of the pul- 
monary artery. These constituted 0.52 per cent of 
the 18,168 patients operated upon. In 45 (47 per 
cent) the embolism occurred suddenly without a 
premonitory thrombosis, phlebitis, or infarction. 
In 3 it was of the syncopal form, and in the rest of 
the suffocative form. 

The incidence of embolism of the pulmonary 
artery according to the type of operation and 
according to sex was as follows: 


Operations Males Females Total 
Group A 24 32 56 
Group B 3 I 4 
Group C 4 8 12 
Group D 14 I 15 
Group E 6 2 8 

Total 51 44 95 


Pulmonary infarction occurred in 357 cases (153 
males, 204 females) and with about equal frequency 
in both lungs. In 57 cases it occurred in both lungs. 

To determine whether postoperative phlebitis, 
thrombosis, and embolism have increased in fre- 
quency, the authors plotted curves based on the 
incidence of these conditions per roo operations in 
each year of the period from r1o1r to 1930. From 
these curves they conclude that there was no in- 
crease in the twenty-year period. 

Following their statistical study the authors review 
the literature on the relationship of changes in the 
composition and circulation of the blood and in the 
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walls of the blood vessels to the occurrence of 
postoperative thrombosis. 

They next discuss the various measures which 
have been suggested or used for the prevention of 
postoperative thrombosis. They emphasize first the 
importance, at operation, of keeping the destruction 
of cells at the minimum by careful hemostasis, the 
avoidance of contusion of the tissues, and care to 
limit as much as possible the amount of tissue ip- 
cluded in ligatures. They state that while the treat- 
ment of cardiac and circulatory disturbances with 
digitalin and vascular tonics is important, the 
advisability of pre-operative digitalization / the 
normal heart is doubtful. The value of the a:minis- 
tration of thyroid substance is also doubtful «is the 
observations reported do not agree and the fa\ orable 
observations published are too few to rile out 
chance. The application of leeches to influciive the 


circulating blood has been proved of no prop) lactic 
value. If we except the promises of reseirch on 
germanium, it is impossible to influence the blood 


by the drugs as yet available. 

The best pre-operative and postoperat:\e pro- 
phylactic treatment consists in measures io de- 
crease the loss of fluids from the organism, the 
avoidance of useless starvation, the administration 
of large quantities of fluid, respiratory exercises, 
movements in bed, dressings which compress the 
lower extremities, and elevation of the foot of the 
bed to activate the venous flow. In suspected cases 
these may be supplemented by venesectio or the 
administration of germanium. 

James B. Masoy, M.D. 


Kimbarovski, M.: Early Arising and Postoperative 
Pneumonia (Fruehaufstehen und postoperative 
Pneumonia). Sovet. chir., 1932, ii, 203. 


Kimbarovski compares the incidence of j)\:|monary 
complications in 1,493 cases treated surgicall\ 
in the period from 1927 to 1928, in which the 
patients were kept flat on their backs for a 
considerable time after the operation, ani a series 
of 3,218 cases treated surgically in the period from 
1929 to 1931, in which the patients were a!|owed out 
of bed early. In the first group the incidence o! 
pulmonary complications was 4.62 per cen! | stomach 
operations, 12.5 per cent; appendix operations, 7.5 
per cent; operations for hernia, 6.0 per ce‘, laparot- 
omites, 5.0 per cent; urological operations, 4.5 pe! 
cent; and gynecological operations, 4.5 per cent. 
In the second group it was only 0.74 per «cnt (stom 
ach operations, including 200 resectiois, 2.3 pe 
cent ; appendix operations, 0.4 per cent; lay «rotomles. 
0.4 per cent; urological operations, 3.3 per cent. 
and gynecological operations, 1.1 per cent). 

The author believes that the enormov. clifference 
was due entirely to the early rising and active post 
operative treatment in the second serie. He at 
tributes postoperative pulmonary cviiplications 
chiefly to prolonged supine position, \iminishe’ 
heart activity, pulmonary collapse, and psychic dis 
turbances. Early rising tends to prevent the 0 


: 
ees 
= 
ite 
> 
4 
“ake 
3 
| 
| 
q 
tr 
th 


series 
from 
d out 
ce of 
mach 
yarol- 
5 per 
cent). 
stom- 
3 per 
omies. 
cent: 


erence 
post: 
He at- 
cations 
inished 
hic 
the 


SURGICAL TECHNIQUE 247 


currence of thromboses, emboli, lung complications, 
meteorism, and urinary retention, improves the 
psyche, shortens the period of hospitalization, and 
reduces the work of the nursing personnel. 
REINBERG (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Jellinek, S.: Electrical Injuries: Clinical Picture 
and Histopathology (Elektrische Verletzungen. 
Klinik und Histopathologie). 1932: Leipzig, Barth. 

This book is based on an experience of thirty years 
in electropathology, including the treatment of 
thousands of cases of electrical injuries and hundreds 
of autopsies. 

It was previously the custom to describe all elec- 
trical injuries without distinction as “electrical 
burns.”’ Amputations were performed too often, and 
because of a lack of pathologico-anatomical knowl- 
edge with respect to the internal organs, the full 
gravity of threatening symptoms was frequently not 
recognized. Autopsies usually yielded negative find- 
ings. It was a circumstance favorable to this young 
science that the university medical clinics and the 
institutes for medical research were concentrated in 
the General Hospital of Vienna, and that physicians 
representing all of the specialties were available. 
Jellinek set himself the task of discovering a regulat- 
ing principle, of establishing disease types, and of 
testing out therapeutic measures on the basis of the 
pathologico-anatomical findings of experimental re- 
search. The results of his endeavors are reported in 
this monograph. 

In the practical applications of electricity, volt- 
ages up to 500 volts are known as ‘“‘low voltages” 
and voltages of 1,000 volts and over are known as 
“high voltages,’ the former with direct current and 
the latter with alternating currents. These desig- 
nations of high and low voltage are of practical im- 
portance with respect to safety measures to be taken, 
but are without importance in the investigation of 
disease conditions or the kinds of death caused by 
electricity. Differentiations on essential grounds 
cannot be made between the effects of high and low 
voltage currents, at least ‘insofar as the general con- 
dition is concerned. The human body cannot be re- 
garded simply as ohm resistance. By virtue of its 
polarization capacity, its condenser action, and its 
action as electrolyte and as a transformer of energy, 
itisa highly complicated structure. The destructive 
ellect of the electrical current increases with the 
length of time the current acts on the body, but it isnot 
possible to establish any rules for the evaluation of 
the time factor. “Only under the influence of high 
voltage can the voltaic arc break through and cause 
‘istantaneously, independently of any time meas- 
‘rement, injuries of the severest nature, affecting 
‘ven the bony system.” The theory that the elec- 
os Current is most dangerous when it enters the 

ra through the left hand is refuted by the fact that 
‘he blood channels, all of which lead to the heart, are 


the best conductors of current. No decisive impor- 
tance can be attached to the path of the current 
alone. The author supports this assertion by citing a 
number of cases of electrical injury. On the other 
hand, the resistance of the skin plays an important 
role. ‘‘Workmen who have a firm dry skin over the 
balls of their fingers can touch the bare ends of the 
wires of a 100-volt grill without even being made 
aware of the current.’’ Although in general toler- 
ance is considerable, the physical constitution and 
psychic makeup play a certain part. Strangely 
enough, pregnancy seems to increase resistance; also 
alert attention and readiness to receive the current 
(Strombereitschaft). Electrical injury is a /aesio suit 
generis which often shows no relationship to a burn. 
This is emphasized repeatedly and insistently. 

The author distinguishes between the marks of 
the current, mixed forms, and electrical burns. The 
mark of the current, i.e., the electrical injury, is 
painless and remains for days and weeks without any 
traumatic reaction. If it is of a superficial nature it 
falls out after a certain time. If it extends deeper, 
the rule is that after the lapse of days or weeks “the 
dimensions of this injury often increase to double or 
more” without any inflammatory phenomena, dis- 
turbance of the general health, or subjective symp- 
toms. Electrical burns are painful even when they 
are very small. They tend to be accompanied by in- 
flammation and infection and by swelling of the re- 
gional lymph glands. 

In addition to these forms of injury, electrome- 
chanical injuries in the form of incised wounds and 
burns are described in detail. In the mixed types, 
calcium phosphate dissolved out from the bones is 
often found in the form of pearls. Electrical metal- 
lization, electrochemical changes, electrical oedema, 
electrical discharge of fluid from the tissues, the 
branched figures produced on the skin by lightning, 
and immediate necroses are discussed w th the aid of 
illustrations. 

Of particular interest to the surgeon is electrical 
bone fissure. Often not until after a period of 
months does the roentgenogram show a demarcation 
line passing through the peripheral portion of the 
bone or entirely through the bone in a transverse 
direction and marking the area of a later sequestra- 
tion or the site of a later spontaneous amputation. 
Bone reaction, osteophyte formation, and thicken- 
ing of the periosteum are as a rule absent. ‘‘ The 
benign character of injuries and destructive proc- 
esses caused by electricity is shown also when joints, 
large or small, are involved. They heal without in- 
fection and without suppuration, as is the rule also 
in the case of bone lesions.’”’ Hence Jellinek’s de- 
mand for conservative treatment in cases in which 
amputation was done formerly. However, acute 
hemorrhages within necrotic areas must be attended 
to. Ligation should always be done at a distance 
from the site and far central to it. When the general 
condition becomes worse and is not improved by 
lumbar puncture, venesection, or internal medica- 
tion, amputation is indicated and often saves life. 
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At a distance from the external injury the current 
causes bone lesions combined with capsular ruptures, 
luxations, subluxations, and tearing out of bone pro- 
duced by the suddenly contracted and tetanized 
muscles. 

Internal organs also may be severely damaged. 
The disease conditions caused in the internal organs 
and nervous system are described, and the anatomy 
and histopathology are discussed in detail. 

The work concludes with a discussion of treat- 
ment. ‘When the victim has been freed, respiration 
should first receive attention. If respiration is pres- 
ent, there is no need for haste as return of conscious- 
ness and improvement in the action of the heart 
usually occur spontaneously and quickly. If the pa- 
tient is not breathing, artificial respiration should be 
started without a moment’s delay, but with the 
avoidance of any pressure whatsoever on the tho- 
rax.”’ If this is not effective within twenty minutes, 
lumbar puncture must be performed, and if cyanosis 
is present, venesection should be done also. Oxygen 
and carbon dioxide are not absolutely necessary. 
The need for subcutaneous or intracardiac medica- 
tion must be decided according to the individual 
case. “By the application to the cardiac region of 
compresses soaked in benzine it is possible to exert a 
powerful stimulus on the skin and, through the skin, 
on the heart itself.” PLENz (Z). 


Schnitzler, J.: Can Trauma Make a Latent Infec- 
tion Manifest? (Kann ein Trauma das Manifest- 
werden einer latenten Infektion bewirken?) Wéien. 
klin. Wehnschr., 1932, i, 658. 

The author first cites several cases to show that 
trauma may make a latent infection manifest. 
Tetanus may develop following the removal of a 
bullet years after the injury; therefore an injection 
of tetanus antitoxin should be given before such a 
second operation. Re-correction of a malunited 
fracture which healed years before with infection 
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may lead to osteomyelitis, and plastic operations or 
re-amputations may be followed by erysipelas 
Streptococcus serum may be of value before or ajter 
the operation. Paranephritis arises from pressure 


or violence, or even from the friction of a knapsack, 
as its cause is a small staphylococcic focus in the 
renal cortex which has developed metastatically 
from another staphylococcic infection (furtncle 
The constant motion of walking or the play 0! the 
lumbar muscles may serve as the trauma which 
gives rise to such an infection. Fatal streptococcus 
sepsis may develop after the scraping of! \! the 
superficial crust over a wound that is alos en. 
tirely healed, and erysipelas may result from the 
removal of the drain and scrubbing after |reast 
amputation and drainage. Almost completely 
healed bone or joint tuberculosis may flare 1p) again 
when movement is resumed and after Calot’s cor- 
rection of spondylitic kyphosis. Even tra: sporta- 
tion of a wounded person with inadequate s))\inting, 


or careless change of dressing may sullice { flare 
up an infection. 

All efforts to demonstrate the extinction © latent 
infections (stimulating procedures, X-ray ‘rradia- 
tion, determinations of the sedimentation t'me, salt 
injections) have failed to yield absolutely certain 
proof. In every case of infection a secondary inter- 
vention should be delayed for a period of years. It 
should not be performed until all manifestations of 
inflammation have been absent a long time. (pera- 
tions must be done carefully and possibly in several 


small steps. As shock lowers the resistance to infec- 
tion, it also may make a latent infection manifest. 
The gross mechanical changes include hiemorrhage 
and cell destruction. To explain the analogous oe- 


currence in shock, the biological changes from 


nervous influences must be considered. !t is even 
possible that psychic trauma by way of the sym- 
pathetic nervous system may cause latent infections 
to become manifest. Erica Hever (2). 
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Fumarola, G., and Enderle, C.: The Dangers, In- 
conveniences, and Injuries Incident to Mye- 
lography with Iodized Oil (Pericoli, inconvenienti 
e danni della mielografia con gli olii jodati). Radiol. 
med., 1932, XiX, 1271. 

This is a report on twenty-six cases in which mye- 
lography with iodized oil was done in the neuro- 
psychiatric clinic of the Roya] University of Rome. 
In none of the cases was there any disturbance which 
could be attributed to an error in the technique of 
the spinal puncture or the injection of the oil. In 
fifteen there was no disturbances at all, and in five 
there was only a mild reaction similar to that com- 
monly noted after spinal puncture. In six cases 
there was a severe reaction which, in one case, was 
followed by death. 

The authors believe that many of the symptoms 
observed after the injection of iodized oil are those 
of an aseptic meningitis caused by decomposition of 
the oil. They therefore recommend that the sta- 
bility of the iodized oil be determined before the in- 
jection is made. EvGENE T. Leppy, M.D. 


Morrison, L. B.: A Study of the Hip Joint from the 
Standpoint of the Roentgenologist. Am. J. 
Roentgenol., 1932, xxviii, 484. 

This study includes a complete anatomical de- 
scription of the hip joint from the time of birth up 
to the eighteenth year at yearly intervals based upon 
roentgen findings. It is profusely illustrated and 
gives consideration to the acetabulum, the head of 
the femur, the femoral neck, and the major and 
minor trochanters. 

Particular attention is paid to the developmental 
changes because these are considered to have a direct 
bearing upon the production of congenital disloca- 
tion and to offer a ready explanation for some of the 
anomalies and abnormalities noted in and about the 
joint. In addition to the generally recognized 
genetic centers of ossification of the acetabulum, 
which anatomists describe as consisting of three 
primary and two secondary centers, the author has 
demonstrated the existence of another genetic 
center on the superior acetabular rim. This may be 
livided into an anterior, a superior, and a third 
posterior segment. Its function is to widen the upper 
semicircular portion of the rim and thereby deepen 
the acetabular cavity for the reception and retention 
of the head of the femur. This center appears con- 
tantly in a great majority of the roentgenograms 
of normal hips of children between the ages of ten 
and seventeen years, and is found joined to the com- 
pleted rim by the age of eighteen or sometimes 
earlier. Its failure to develop normally in any part, 
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Fig. 1. Right hip shows a separate ossicle on the superior 
margin. It is dense, showing bone trabeculation, and is not 
homogeneous like a sesamoid. The left acetabular rim 
shows two ossicles on the superior margin separated from 
the rim by cartilage. The femoral heads are acorn-shaped, 
similar to coxa malum senilis. 


or its overgrowth, explains the shallow acetabulum 
or the exaggeratedly deep acetabulum, respectively. 

The growth of this separate genetic center is 
traced in detail in connection with two cases in 
which growth proceeded at variable rates on the 
two sides because of associated pathological states 
on one side in each case. An additional proof that 
these acetabular rim elements are true epiphyses 
is the fact that ossicles are frequently found on the 
anterior, superior, and posterior acetabular rim. 
These serve to deepen the acetabular socket. The 
author believes that they are accessory rim-forming 
epiphyses which have failed to join the diaphysis 
because of defective ossification of the conjugal 
cartilage. They must be differentiated from sesam- 
oids which are usually rounded and lack the bony 
structure characteristic of ossicles. 

Of the ossification centers forming the other parts 
of the hip joint under consideration, that of the 
greater trochanter frequently presents an additional 
center located on its tip. This also may fail to fuse 
and form a separate ossicle. In place of this second 
epiphysis, a bursa may occur in which lime salts 
may be deposited, producing a somewhat similar 
appearance. A bursa may form also midway down 
the side of the great trochanter and after under- 
going calcification, may be mistaken for a fracture. 

The adult hip joint is also discussed briefly with 
reference to variations in the acetabulum, anomalies 
of the anterio-inferior iliac spine, and variations in 
the femur relative to its head and neck. These con- 
genital variations are believed to be inherited char- 
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Fig. 2. A large area of calcifying bursa over the great 
trochanter extending into the adjoining soft parts. 


acteristics and due to faulty development of certain 
genetic centers. 

The discussion of the causation of congenital dis- 
location of the hip includes a number of citations 
from the literature. The author believes that the 
explanation for the various observations lies in a 
complete understanding of the genetic center present 
in the upper acetabular rim. Absence of this genetic 
center explains the existence of the infantile or 
shallow acetabulum. It appears that the transi- 
tional stages between a normal hip and a hip with 
congenital dislocation may be ascribed to variations 
in the potential growth powers of this individual 
genetic center. A comparison of the width of aceta- 
bula with and without congenital dislocation shows 
that they are nearly equal at the lower margins below 
the ischial spines except for the normal diminution of 
the innominate bone due to loss of function from 
the abnormality. The width through the superior 
portion, however, shows a marked difference, being 
much less in the hip with congenital dislocation 
measured at the same position. This demonstrates 
how slight an attempt has been made to form the 
acetabular rim on the anterior or superior margins. 

Contrary to the belief commonly held that early 
congenital dislocation of the hip cannot be diagnosed 
by roentgen-ray examination of the infant, the 
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author believes that it can be diagnosed with cer- 


Fig. 3. Unilateral congenital dislocation of ti hip for 


comparison of the two acetabula at the superior rim. Note 


that the right acetabulum is twice the width of the left at 
the point marked. 


tainty. In cases of congenital dislocation of the hip 
the hip socket at birth is long and shallow. The 
portion above the epiphysis is slightly elongated and 
much more shallow. While the femoral head is still 
laid down only as cartilage, stereoscopic roent- 
genograms made of both hips with the legs extended 
and held in proper position show that in the normal 
hip the cartilaginous femoral head is below or near 
the level of the Y-epiphysis and in the congenitally 
dislocated hip it is in a higher position. ‘Ihe position 
of the head of the femur in the infant is determined 
by the diaphyseal portion of the epiphyseal edge oi 
the femur. ApOLPH Hartvenc, M.D. 


Dabasi, E.: Roentgen Treatment of Inflammations 
(Roentgenbehandlung von Entzuendungen). Or 
vosi hetil., 1932, p. 682. 

The author reports the clinical and histological 
findings in 172 cases of inflammation which were 
treated with the roentgen ray. The cases selected 
for this treatment were those in which immediate 
surgical intervention was not indicated, the inflam- 
mation was not yet circumscribed, and the breaking: 
down process had not yet occurred. The best results 
are to be expected irom early irradiation. In cases 
treated early the infiltration may recede without 
abscess formation or, if the pus is alrea:iy present, 
the inflammation rapidly recedes and healing takes 
place more quickly after the abscess is opened. 

The best results are seen in cases of hiydradenitis. 
After the activity of the sweat glands has been de- 
creased by the irradiation a causal therapy 1s 
dicated. The next best results are obtained in cases 
of furuncle, especially furuncle of the face. The sur 
rounding oedema recedes in four or five days, the 
necrotic portions are cast off, or a walling-off and 
breaking-down process takes place ani! renders ¢ 
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smal! incision sufficient. Carbuncles are also suit- 
able for this treatment. The effect upon metastases 
is the same asin hydradenitis. In cases of panaritium 
the pain is decreased and recovery is hastened. 

By bacteriological and serological studies of pieces 
of tissue removed for the release of pus, it was found 
that twelve hours after the irradiation there is an in- 
crease of the inflammation (leucocytosis, phagocy- 
tosis, and breaking up of the nucleus) which, twenty- 
four hours after the irradiation, gives way to a 
diminution of the infiltration. 

The effect of the roentgen rays on the inflamed 
tissue consists in dilatation of the blood vessels, 
hyperthermia, increased circulation of the lymph, 
and an increase in the local and general immuniza- 
tion processes. Bier’s hyperemia and treatment with 
heat have a similar effect. The advantage of roent- 
gen treatment over these methods consists in the 
possibility of accurate dosage and a deep effect. 

(Z). 


Pfahler, G. E., and Parry, L. D.: The Treatment of 
Giant-Cell Bone Tumors by Roentgen Irradia- 
tion. .m. J. Roen!genol., 1932, xxviii, 151. 


The authors review twenty-six cases of giant-cell 
tumor which were given roentgen treatment over a 
period of twenty-five years—from 1906 to 1931. 

Since the method of treatment is different from 
that of osteogenic sarcoma, in which rapid satura- 
tion to the limit of normal tissue tolerance is em- 
ployed, an accurate diagnosis is necessary. 

Reports based on microscopic study were obtained 
in fourteen of the twenty-six cases. They were mis- 
leading so often that the authors conclude that 
proper interpretations of good roentgenograms are 
equal, if not superior, to pathological reports. 

Following irradiation treatment with fractional 
high-voltage roentgen rays, the tumors heal by 
recalcification. Better results were obtained in the 
young than in the old, and in patients who had had no 
operative interference than in those who had been 
treated surgically. 

_Two patients died of intercurrent infections. One 
discontinued treatment early although improvement 
had begun. Of six patients who cannot be traced, all 
showed improvements. Three were followed for six 
years or longer. The remaining seventeen are “ well’”’ 
or under observation. By ‘“well’’ is meant that they 
have complete function, approximately complete 
recalcification, and no reason to fear recurrence. 

The authors conclude that irradiation is definitely 
superior to surgery in the treatment of giant-cell 
‘umors of bone, and that crushing or curetting of the 
done is a disadvantage rather than an advantage. 

H. Heacock, M.D. 


Blohmke, A.: Radiotherapy in Otorhinolaryngol- 
ogy (Strahlentherapie in der Hals-, Nasen-, Ohren- 


heilkunde). Jnternat. Zentralbl. f. Ohrenh., 1932, 
XXXV, 205, 


The first part of this re port consists of a review of 


the history of radiotherapy from the beginning up 
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to, and including, Coutard’s fractional protracted 
method of applying the roentgen rays. Since at the 
beginning the roentgen-ray apparatus did not yield 
sufficiently high voltages and gave a mixture of soft 
and hard rays and, in addition, an instrument for 
measuring the dose of rays was lacking, only super- 
ficial tumors were irradiated at first. Heavy filtra- 
tion by means of copper and zinc was then intro- 
duced by the gynecologists, and by elimination of 
the soft rays the penetrating power was greatly in- 
creased. After measuring instruments were per- 
fected, the gynecologists were able, by the introduc- 
tion of the measuring chamber, to work out depth 
intensity curves at a depth of to cm., and in the 
endeavor to produce increasingly harder rays they 
came finally to the ultrahard rays of radium. How- 
ever, in the decades following this period it has been 
shown that in each case it is necessary to consider 
carefully whether the best result will be achieved by 
surgery or the use of roentgen or radium therapy. 

Otorhinolaryngology finds itself today in a situa- 
tion similar to that of gynecology in its time. In 
cases of malignant tumor we cannot be certain of re- 
moving all of the diseased tissue surgically because 
tumor nests may be present in neighboring or distant 
lymph regions and the microscope is needed for their 
recognition. By radiotherapy it is possible, without 
mutilating the patient, to irradiate homogeneously 
the entire disease area in addition to the tumor and 
to destroy malignant cells that have become sepa- 
rated from the tumor. On the other hand, a tumor 
can often be removed more quickly and more cer- 
tainly by surgery, in which case radiotherapy is of 
value only after the operation. Again, in cases of 
tumor of the accessory sinuses, deep irradiation with 
roentgen or radium rays is advisable before the 
operation. 

Before judgment is passed on the effectiveness of 
radiotherapy it is necessary to understand the bio- 
logical action of the rays on the cells. It has been 
shown that tumor cells have a somewhat greater 
sensitiveness to the rays than normal cells. At- 
tempts to increase the sensitiveness of tumor cells 
by preliminary diathermy have not yet brought de- 
cisive results. However it was found that with high 
depth intensity and the delivery of the total dose, 
there was frequently an undesired early reaction in 
the form of an angioneurotic reaction and sensitiza- 
tion. This was turned to advantage by givinga little 
more than half of the skin erythema dose on one day 
and the remainder on the following day. 

The good results obtained by the gynecologists 
with the ultrahard rays of radium encouraged 
attempts with very hard rays heavily filtered and 
delivered at one time through a number of fields. 
However these attempts proved disappointing for, 
in addition to necrotic destruction of the bed of the 
tumor, carcinoma nests were found. While the in- 
tensive irradiation kills the tumor cells in the stage 
of anabolism, it has no effect on tumor cells in the 
latent stage. It appears, however, that when the 


latter pass into the stage of growth, they also perish, 
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but for this effect they must be charged with a dose 
of rays amounting to many times the skin erythema 
dose and leading to severe and undesired injury to 
the surrounding tissue. 

For endothelial cells the maximum dose is 1 skin 
erythema dose. If the skin erythema dose is not de- 
livered at one time, but broken up and distributed 
over a period of days, the dose can be raised to 120 
per cent of the skin erythema dose, but this dose 
must not be repeated within three months. 

Ultrahard radium rays have also been used in 
otorhinolaryngology when roentgen rays have failed. 
Radium or thorium-X needles are inserted into 
superficial tumors with or without a preparatory 
surgical procedure. More deeply situated tumors 
are treated externally with distant irradiation ap- 
plied by means of molds, but for this method large 
quantities of radium are necessary to assure effective 
deep action. In the absence of a sufficient amount of 
radium, the radium available was allowed to act 
over a longer time. It was found that this more pro- 
tracted irradiation gave better results. The French 
school then sought to apply these experiences with 
radium to roentgen therapy, and Coutard developed 
his method of protracted fractional ‘long time” 
roentgen irradiation with a mixture of roentgen rays 
which, on the one hand, was almost equal in hard- 
ness to radium rays and, on the other hand, could 
be so administered as to deliver 3 r per minute or 180 
r per hour. In thirty days, with the daily application 
of 180 r to each of one or two fields, the greatly 
raised total dose of 6,000 r is delivered. If at the end 
of from ten to twelve days evidence of accumulation 
appears in the skin or mucous membrane (reddening 
or browning of the skin and scaling and possibly 
vesicle formation or inflammatory swelling of the 
mucous membrane with fibrinous patches), this is 
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taken to indicate that the irradiation has acted long 
enough and must be stopped. There are no unfayor. 
able after-effects. By Coutard’s ‘long time” jrradj.- 
ation a pronounced elective action of irradiation 
on normal cells and tumor cells is attained. 

There is no basic difference between roentyen and 
radium rays and their action. Which of them should 
be given preference depends upon the individual 
case. The possibility of using radium irradiations 
diminishes rapidly with the extent of the tumor 
Radium must yield to roentgen rays when ‘he ap- 
proach to the disease focus in the tissues is diljicult 
as, for instance, in the mesopharynx and hypo- 
pharynx. 

It has been learned how to determine in «iyance 
the radiosensitivity of a tumor from its his‘ ological 
structure. Of the two main groups of carcinomata, 
the epidermoid and the anepidermoid, the !atier are 
reckoned as the more sensitive to irradiation. The 
transition form, which develops especially in the oral 
cavity, the tonsils, and the base of the tongue, is held 
to be particularly radiosensitive. Lymphadenoid 
and round-cell sarcomata are highly radiosensitive 
tumors, whereas fibrosarcomata and myxosarcomata 
are less sensitive. 

It would appear that with Coutard’s “loig time” 
irradiation a new era in the treatment of tumors is 
beginning. However, tumors in the field of vo torhino- 
laryngology should not be subjected to Coutard’s ir- 
radiation indiscriminately. The points o! view set 
forth by Zuppinger shouldserveasguidesas (0 whether 
the individual case should be treated by the older 
methods or by “‘long time”’ irradiation. Zu)pinger's 
criteria are: (rt) the extent and site of the primary 
tumor, (2) the presence or absence of metastases, 
(3) the general condition, and (4) the histological 
structure of the tumor. A. Sonnvc (H), 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Bloom, C. J.: Rickets: A New Treatment. Pre- 
liminary Report. South. M.J., 1932, Xxv, 1109. 


From a study of seventeen cases of active rickets 
and fourteen cases in which prophylactic treatment 
for rickets was given the author concludes that 
tickets may be prevented and cured by the use of 
secondary calcium phosphate added to milk directly 
and without the additional use of cod liver oil, 
viosterol, or derivatives thereof. The children were 
not exposed to sunshine. The normal ratio of cal- 
cium to phosphorus was maintained, and no hyper- 
caleemia, hyperphosphatemia, or obstinate con- 
stipation resulted. 

The best results were obtained when the salt was 
added to: (1) a mixture of unsweetened milk, corn 
syrup, and lactic acid, (2) condensed milk, (3) dried 
milk mixtures, and (4) diluted cow’s milk. 

The following possibilities are suggested to ex- 
plain: the results: 

1. The calcium and phosphorus content of cow’s 
milk are not available for complete metabolism be- 
cause large amounts of these elements are contained 
in the curd, 

2. The hydrogen-ion concentration of the gastric 
contents is a factor in rickets, and an increased 
acidity facilitates the absorption of calcium and 
phosphorus. 

3. The type of milk is a factor in the utilization 
of the secondary calcium phosphate. 

4. The added salt, in supplying an excess of cal- 
cium and phosphorus, replaces the amounts of these 
substances contained in the curd which are ap- 
parently unavailable. Haron M. Brit, M.D. 


Laubry, C., and Marchal, G.: Hodgkin’s Disease 
and Tuberculosis (Maladie de Hodgkin et tuber- 
culose). Presse méd., Par., 1932, xl, 1397. 


The authors cite and discuss clinical, anatomical, 
bacteriological, and experimental facts in support 
of the theory that Hodgkin’s disease is of tuber- 
culous origin. The clinical facts cited are the 
following: 

1. All of the known forms of tuberculosis are fre- 
waty found associated with malignant granulom- 
atosis, 

2. In some cases of tuberculosis there is a gen- 
mind lymphadenia with few bacilli and no casea- 
ion. 

3. Both tuberculosis and lymphogranulomatosis 
vlten cause a serofibrinous pleurisy. 

r he anatomical facts cited are as follows: 

'. The most common anatomical association is 
‘n acute pulmonary or polyvisceral tuberculosis 
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hastening the terminal phase of a malignant granu- 
lomatosis. 

2. Associated granulomatous and tuberculous 
lesions attack the same organs which are rich in 
reticulo-endothelial tissue, such as the glands and 
the spleen. 

3. While the giant cells of Sternberg and the giant 
cells of Langhans are usually different in appearance, 
they have been proved to have a common origin in 
the reticulo-endothelial system. 

The bacteriological observations suggesting the 
tuberculous nature of Hedgkin’s disease are sum- 
marized as follows: 

1. In most cases of lymphogranulomatosis there 
are very fine follicular lesions lost in a granulomatous 
mass which are easily overlooked on superficial ex- 
amination. Around these lesions Koch bacilli col- 
lect. When the two types of lesions are associated, 
the Koch bacilli multiply in the follicular zone and 
are scarce in the granulomatous layers. 

2. The lesions of malignant lymphogranuloma- 
tosis frequently show granules of various sizes which 
are not acid-fast and take the Gram stain. These 
have been regarded as a special form of tubercle 
bacilli, but the authors have observed transition 
forms between them and the acid-fast bacillus. 

The experimental facts which are cited are as 
follows: 

1. Tuberculosis may be produced in guinea pigs 
by the injection of lymphogranulomatous products. 

2. Chronic polyadenopathies may be produced by 
the injection of the products of lymphogranuloma- 
tosis and the ultra-virus of tuberculosis. 

3. Lesions histologically resembling those of 
Hodgkin’s disease have been produced by the injec- 
tion or inoculation of lymphogranulomatous prod- 
ucts or more or less modified Koch bacilli. 

In conclusion the authors state that involutional 
forms of the Koch bacillus produce different lesions. 
The classical acid-fast Koch bacillus causes fibro- 
caseous adenitis tending toward suppuration and, 
more rarely, a sclerous polyadenopathy correspond- 
ing to an infection with few bacilli of attenuated 
virulence. The filtrable (granular and invisible) 
forms seem to produce a series of reactions, some of 
which correspond to lymphogranulomatosis. Jn this 
infection, not merely a single organ, but a whole sys- 
tem, the reticulo-endothelial system, is involved, a 
fact explaining the multicentric development of the 
condition. The authors believe that the special 
variety of reticulo-endothelioma or atypical sarcoma 
occurring in Hodgkin’s disease is preceded by a 
reticulo-endothelitis due to a filtrable virus. They 
conclude that Hodgkin’s disease is an atypical can- 
cerigenic tuberculosis of the reticulo-endothelial 
system. Epita S. Moore. 
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Brofeldt, S. A.: A Pathologico-Anatomical and 
Clinical Study of Necrosis of the Extremities 
(Pathologisch-anatomische und klinische Studien 
ueber die Extremitaetennekrose). Acta Soc. med. 
Fennice Duodecim, 1932, xiv, 6. 


The 141 cases of Buerger’s disease on which this 
report is based are divided into the following 3 
groups: (1) those of persons under forty-five years 
of age, 41 cases; (2) those of persons between forty- 
five and sixty years of age, 31 cases; and (3) those of 
persons over sixty years of age, 60 cases. 

This division is hardly justified in the pathologico- 
anatomical sense as the changes noted in the ar- 
teries, veins, and perivascular tissues in the 3 age 
groups might all be ascribed to a common cause, 
viz., an arteriosclerotic or other obstruction to the 
blood flow to the extremity. In the few cases in 
which the abdominal aorta or the iliac artery has 
been examined in this condition an obstruction of 
some kind (arteriosclerosis, congenital stenosis) has 
usually been found. In the author’s opinion the 
acute peripheral lesions with hypertrophy of the 
intima, fresh thrombi, and infiltration with polymor- 
phonuclear leucocytes, which usually occur on the 
venous side, are clinically transient in character, 
develop more frequently in younger persons than in 
old persons, and are cited by American surgeons as 
evidence of an infectious origin of the disease, are 
probably of an infectious nature. However, they are to 
be regarded as merely secondary manifestations of 
an ascending lymphangitic process due either to 
invasion from the torpid skin lesions so characteristic 
of this disease or the entrance of the infective agent 
through the intact but poorly nourished skin of the 
extremity. 

These acute lesions are seen also, although less 
frequently, in older persons. However, vascular le- 
sions in older persons and the apparently older 
lesions occurring in the more centrally lying arteries 
(popliteal, femoral) in younger persons are less sug- 
gestive of inflammation and more suggestive of old 
destructive and reparative processes extending over 
considerable periods of time. There is a tendency 
toward marked fibrosis of the perivascular tissues, 
atrophic changes in the muscular layers of the vascu- 
lar walls, hyperplasia, disarrangement or destruc- 
tion of the elastica, and marked stenosing hyper- 
trophy with areas of destruction and even calcifica- 
tion of the intima. The intimal lumen of the vessels 
may exhibit ulceration and the vessel may be throm- 
bosed at this point. The leucocytic collections in the 
intima and thrombus in these cases are ascribed, not 
to infection, but to a reaction to the irritation of 
contact with the thrombus which, in the more ad- 
vanced lesions, leads to organization of the throm- 
bus. In describing the processes resulting in these 
advanced chronic lesions in old and young alike, the 
author says that the nutrition of the wall of the ves- 
sel is decreased because of insufficiency of the blood 
flow through the vasa vasorum as a result of the 
reduction in the blood pressure caused by the ob- 
struction in the central vessels (abdominal aorta, 
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iliac artery). As a result, mild necroses and repara- 
tive processes occur. Thrombosis is then favored by 
the slowed blood flow through the artery itsel! 

Factors such as race, age, sex, living coniitions. 
over-exertion, the abuse of tobacco, and e,josure 
are admitted to exert a secondary influence ind are 
therefore to be considered in deciding upon the 
treatment. The only medicinal treatment which 
seems to have any effect is the use of typhoid ‘accine 
and injections of saline solution, and this acts 
chiefly on the subjective symptoms. 

The level at which amputation should be done js 
still a moot question. In the older cases in \ jiich the 
gangrenous process is so frequently initiate! by a 
failing heart and total obliteration of the peripheral 
vessels is not so frequent, strengthening of he car- 
diac function may suffice to control the spre: of the 
gangrene and a simple toe amputation may )e con- 
sidered. Foot amputations do not seem wort! while. 
When toe amputation does not seem sufficient, the 
level of amputation should be raised at once to 
below the knee. In the cases of young persuns this 
level is to be considered even when there is no pulsa- 
tion in the popliteal artery as young persons are 
more likely to want to wear a prosthesis and, if am- 
putation of the other foot becomes necessary, they 
will be more likely to have the vitality to stand re- 
amputation if amputation at this level should fail. 
In all other cases the amputation should be done 
above the knee. Joun W. Brennay, M.D. 


Belz, G.: The Question of the Danger of Contagion 
from Malignant Neoplasms (Zur [rage der 
Ansteckungsgefahr seitens boesartiger Ncubildun- 
gen). Nov. chir. Arch., 1932, XXv, 247. 

On the basis of three of his own observations, in 
which transmission of malignant tumors to patients 
was suggested, the author subjects the voluminous 
literature on the question to thorough investigation. 
In conclusion he says that the possibility of trans- 
mission of malignant neoplasms from one person to 
another is a sufficiently real danger for which suit- 
able prophylactic measures should be instituted. 
At the present time such measures are completely 
disregarded by the laity and even by phys'cians. 

The first observation was that of a brother and 
sister. The brother, forty-two years of age, died 
from cancer in the region of the hepatic flexure 
which led to symptoms of intestinal obstriction and 


demanded an ileotransversostomy. months 
later the sister, thirty-two years of age, was operated 
upon for symptoms of intestinal obstruction. rhe 
adhesions at the cacum were separated «nd after 


several months a second laparotomy for ute ileus 
revealed a cancerous tumor at the spleni: flexure 
Resection of the intestine resulted in deat), It was 
noted that the patients lived in close «-sociation 
during the last three years. 

The second observation was that o! « woman 
thirty-four years of age and her daughter, !ourtee? 
years of age. For a year the daughter suflered from 


intense pains in the left hip. Extensive destruction 
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of the ilium and the neck of the femur was demon- 


when no lesion sufficient in itself to be fatal was 


vl strated roentgenologically. The daughter died soon discovered. 

; after her discharge from the hospital. Ten months The mortality from cachexia was highest in car- 
ns later the mother was admitted on account of severe cinoma of the breast and carcinoma of the stomach 
wed pains in the region of the stomach. As she had been (33.3 and 45.2 per cent respectively) and lowest in 
on operated upon a year and a half previously for a carcinoma of the bladder (4.3 per cent). Carcinoma 
he gastric ulcer of three years’ duration (gastro-en- of the breast was responsible for over one-fourth of 
ch terostomy), another laparotomy was done under the — the deaths from cachexia; carcinoma of the rectum 
ine diagnosis of peptic jejunal ulcer. However, the and colon, for 17.5 per cent; and carcinoma of the 
cts operation revealed a pyloric cancer and carcinoma- stomach, for 16.7 per cent. 

; tosis of the abdominal cavity. The patient died Pneumonia occurred in 14 per cent of the cases. 
‘ts from cachexia. The mother had kissed her daughter There were 64 cases of bronchopneumonia and 6 
he irequently, had slept in the same bed with her, and cases of lobar pneumonia. , 
‘* had eaten from the same dishes. Carcinoma of the lip and carcinoma of the pharynx 
ral The third observation was that of a woman forty- were responsible for 24.3 per cent of the cases of 
a. seven years of age who suffered from cancer of the pneumonia. 
the rectum, She was operated upon repeatedly and died Renal insufficiency accounted for 13 per cent of 
on- irom postoperative peritonitis. Her husband, sixty the total number of deaths. Carcinoma of the cervix 
ile. years of age, came to the clinic four years after her uteri was responsible for 41.5 per cent of the deaths 
the death, also suffering from a malignant tumor situated from renal insufliciency; carcinoma of the bladder, 
to high up in the colon. G. Axrpov (Z). for 26.2 per cent; and carcinoma of the prostate 
his ; for 18.5 per cent. 
S.: Death in Peritonitis which occurred most frequently as a 
1m- In 500 cases of carcinoma coming to autopsy the _ cent of the fatalities. 
hey attempt was made to determine the immediate Five per cent of the deaths were due to pulmonary 
re- cause of death by a study of the clinical records and _ insufficiency, and 5 per cent to embolism of the 
fail. the postmorten findings. The cases were selected pulmonary artery or the right heart. 
one at random, but care was taken to exclude sarcoma, Hemorrhage was responsible for only 4 per cent 
), lymphoblastoma, and leukemia. of the deaths. 

The most common cause of death was cachexia. In 14 cases the immediate cause of death could 

sion Cachexia was considered the immediate cause only not be determined. Norman C. Buttock, M.D. 
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Repair of cranial defects. J. V. Reep. Am. J. Surg., 
1932, XVili, 285. 

Fracture of the zygoma. O. C. Hupson. J. Bone & Joint 
Surg., 1932, xiv, 958. 

Depressed fractures of the zygoma. F. S. Batyear. 
California & West. Med., 1932, xxxvii, 315. 

Masseter paralysis in anterior poliomyelitis treated by a 


specially constructed helmet; a case report. M. H. 
HerzMark. J. Bone & Joint Surg., 1932, xiv, 962. 
Cysts of the maxilla. R. HormaNnn. 1932: Bonn, 


Dissertation. 

A large cyst of the right superior maxilla of sinus origin. 
J. Ormmueta and D. Rut. An. Fac. de med., Univ. de 
Montevideo, 1932, xvii, 348. 

Adamantinoma; a case of fifty-one years’ duration. 
V. K. Frantz and L. Strix. Arch. Surg., 1932, xxv, 

177) 

The histology of adamantinoma. F. WEBER. 
Leipzig, Dissertation. 

Late result of hemiresection of the lower jaw. H. 
HArTMANN. Bull. et mém. Soc. nat. de chir., 1932, lviii, 
1215 

Adenolymphoma (onkocytoma) of the parotid gland. 
R. H. Jarré. Am. J. Cancer, 1932, xvi, 1415. 


1931: 


Eye 


Problems in ophthalmology. L. L. Mayer. Illinois M. 
J., 1932, Ixii, 424. 

The use of tuberculin in the diagnosis and treatment of 
ophthalmology. A. A. Eccsron. Arch. Ophth., 1932, viii, 
671. {178} 

Bacteriophage in a preliminary report. 
A. E. Town and F. C. Frispee. Arch. Ophth., 1932, viii, 
683. {178 

x pocket slit lamp. J. Foster. Proc. Roy. Soc. Med., 
Lond., 1932, xxvi, 38. 

A scotometer protractor. 
Med., Lond., 1932, xxvi, 38. 

A new method of registering graphically the ocular pulse. 
B. FrrepMan. Arch. Ophth., 1932, viii, 733. 

The frequency of the various kinds of refractive errors. 
I. S. Tassman. Am. J. Ophth., 1932, xv, 1044. 

Temporary changes in the refraction of the eye in dia- 
betics. R. A. REEves. Brit. M. J., 1932, ii, 963. 

Hyperphoria in refraction. H. C. Smira. South. M. J., 
1932, XXV, 1129. 

Hyperphoria and the prolonged occlusion test. C. 

Rev. 


J. Foster. Proc. Roy. Soc. 


BersBartH. ‘Am. J. Ophth., 1932, xv, 1013. 
Torticollis of ocular origin? P. SATANOVSKY. 
Asoc. med. argent., 1932, xlvi, 875. 
Emergency treatment of eye injuries. H. W. GRanr. 
Minnesota Med., 1932, xv, 771. 


Note—Tue FiGuRES IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE Pach 
IssUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Founp. 
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X-ray diagnosis of double perforation the 


hall after 


injection of air into the space of Tenon. E. W.S) 
Am. J. Ophth., 1932, xv, 1007. 

Recurrent bleeding from. the eyes. D. Grete, 
Edinburgh M. J., 1932, xxxix, 628. 

A contribution on periarteritis nodosa in the eye. 
J. Boeck. Ztschr. f. Augenh., 1932, lxxviii, 2s (178 


Complete unilateral ophthalmoplegia extern: due to 
ethmosphenoiditis; recovery after ethmosphenoid ex- 
enteration. E. STrEREN and G. J. McKee. Pennsylvania 
M. J., 1932, xxxvi, 84. 

Intra-ocular foreign body with bacillus welchi infection. 
E. M. Beery. Am. J. Ophth., 1932, xv, 1022. 

Allergic diseases of the eyes. W. Bas. Arch. i '. Ophth., 
1932, CXXViii, 238. 


Pulsating exophthalmos. Von H. Bropeck. Am. J. 
Ophth., 1932, xv, 1054. ; 

Pulsating exophthalmos. J. L. Camppei. and J. D 
Martin. J. Am. M. Ass., 1932, xcix, 1683. 

Blood groups and glaucoma. E. Losec Arch. { 


Ophth., 1932, cxxviii, 620. 
The association of sclerosis of the cerebral! bas il vessels 

with optic atrophy and cupping. A report of ten cases 

A. Knapp. Arch. Ophth., 1932, viii, 637. 
The Machek operation for ptosis. 


S. R. 


Arch. Ophth., 1932, viii, 495. |178) 

The pathology and treatment of meibomian ylands 
A. EppENSTEIN. Deutsche med. Wehnschr, 1932, ii, 
1283. 

Ocular papillomata. W. B. Donerry. Aim. |. Ophth. 
1932, XV, 1016. 

Scrofulous diseases of the eye in children. .\. Sincrist. 
Jkurse aerztl. Fortbild., 1932, xxiii, 21. 

The radical curative method for trachoma. 
Arch. f. Ophth., 1932, cxxviii, 678. 

Orbital phlegmon with septic thrombosis of the cavernous 
sinus. G. Loctnov. Sovet. vestn. oftalm., 1932, i, 79. [179 

Hemangioma of the orbit. E. Goprrrins. 1932: 
Giessen, Dissertation. 

Congenital strabismus. J. L. Pavia. Rev. \soc. med. 
argent., 1932, xlvi, 597. 

The physiopathology of the voluntary and re!!.x innerva- 
tion of ocular movements. E. A. SPIEGEL. tre h. Ophth.. 
1932, Viii, 738. (179! 

Nuclear paralysis of the external ocular muscles. A. 
Fontana and J. P. Karer. Rev. Asoc. med. arsent.. 1932, 
xlvi, 949. 

Severance of the medial rectus muscle in an 0)» ration for 
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